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Introduction
In their benchmark statement for the profession, the Division of Clinical Psychology 
outlined formulation as a core skill for clinical psychologists (DCP, 2004). 
Furthermore, the British Psychological Society has highlighted the importance of 
clinical psychologists developing formulations based on psychological theory and 
knowledge. It is suggested that formulations should be used to facilitate service users’ 
understanding of their experience, to plan individually tailored interventions, and to 
assist multi-professional communication regarding the care of clients (BPS, 2006).
Numerous definitions of case formulation have been provided, some describing the 
concept rather generally as “a provisional explanation or hypothesis of how an 
individual comes to present with a certain disorder or circumstance at a particular 
point in time” (Weerasekera, 1996, p. 4) and others classifying formulation in the 
context of a particular model: “formulation can be defined as a coherent set of 
explanatory inferences about the factors causing and maintaining a person’s 
presenting problems, inferences derived from the cognitive theory of emotional 
disorders” (Bieling & Kuyken, 2003, pp.53). Though a precise definition is yet to be 
agreed, Jobnstone and Dallos (2006) identified tbat formulation is recurrently 
understood as drawing from psychological theory in order to provide a hypothesis 
about a person’s difficulties.
Whilst much work has been done to provide a shared understanding of the meaning 
and process of formulation (e.g. Eels, 1997; Johnstone & Dallos, 2006; Kuyken, 
2006), many have commented on the dearth of empirical evidence in the literature to 
investigate its use in clinical practice. The purpose of this paper, therefore, is to 
address the issue and ask, what is the evidence base for formulation as a core clinical 
skill?
Searching the Literature
In order to address the question, a literature search was conducted using the online 
database, PsycINFO. Created by the American Psychological Association (APA), 
PsycINFO is a comprehensive international database of psychological abstracts.
Volume I: Academic Dossier
Containing citations, summaries of peer-reviewed journal articles, book chapters and 
books, PsycINFO covers all in the field of psychology as well as psychological 
aspects of related disciplines (e.g. medicine, nursing, psychiatry). The collection of 
journals held range from publication in 1972 to present day and include international 
material written in more than 35 languages.
As the research question in this instance was relatively straightforward, only two 
search terms were used: ‘Formulation’, which produced 11124 results, and ‘Clinical 
Psychology’, which generated 47925 results. Combining the two searches reduced 
the number of results to 332. Moreover, the addition of three search limits reduced the 
results further, to a mere 45. The search limits used were as follows: (1) Display only 
those articles published between 2002 and 2007. Tbis was implemented in order to 
ensure tbat tbe literature to be evaluated was contemporary; (2) Age Group = 
Adulthood (age 18 years and over). The clients encountered by tbe author, a trainee 
clinical psychologist, in her current placement are all within this category and thus for 
the purpose of this paper adults aged 18 years and over are the population of interest; 
(3) English Language articles only.
Subsequent to a review of the abstracts of tbe final 45 results, seven papers were 
deemed relevant enough to be further investigated. The author accessed the seven full 
text articles from the University of Surrey’s online library and after further evaluation 
selected three articles for critical appraisal. From the original seven, one of the results 
was omitted because it took tbe form of a systematic review and studies of tbis nature 
have a tendency to include non-contemporary research and to lack detail in 
comparison with primary studies. Of the remaining six studies, three focussed only on 
the cognitive behavioural model of case formulation. In line with the British 
Psychological Society’s requirement that clinical psychologists draw upon more than 
one recognised model of formal psychological therapy in their clinical work (BPS, 
2006), the author was keen to review the evidence base for a variety of formulation 
methods. For tbis reason, only the most experimental in nature of the three cognitive 
behavioural papers was selected for further evaluation. This left three articles 
remaining, of which one was disregarded on the grounds that it was proposing a new 
model of formulation rather than evaluating current methods. For this reason it was
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considered to be of less relevance to the research question than the other two articles, 
both of which evaluated case formulation irrespective of theoretical orientation.
In order to undergo the process of critiquing the three articles, the author employed 
the Critical Appraisal Skills Programme (GASP) for randomised control trials 
(PHRU, 2004a) and the GASP for qualitative research (PERU, 2004b). Tbe GASP is 
a programme developed by tbe National Health Service’s Public Health Resource 
Unit which has aided the development of an evidence-based approach to health and 
social care since 1993. Due to a restricted word limit it is not possible for tbe 
appraisal process to be as thoroughly documented in tbis paper as would usually be 
appropriate. However, all three articles were thoroughly evaluated using the GASP 
and a summary of each review will be given. An analysis of the findings of each study 
will also be included.
The Appraisal -  Getting One’s Bearings
Tbe first study to be appraised used a qualitative design to investigate whether 
practitioners with different levels of experience could produce reliable cognitive 
behavioural formulations (Kuyken et al., 2005). Inter-rater agreement and agreement 
with a “benchmark” formulation were measured. In addition, to assess the quality of 
participants’ formulations, all were measured against the Quality of Gognitive Gase 
Formulation Rating Scale (Fothergill and Kuyken, 2002; cited in Kuyken et al., 2005). 
The rationale for this second measure is that whilst practitioners may agree on the 
content of a case formulation, it is not necessarily indicative of how good or useful 
that formulation is.
One hundred and fifteen mental health practitioners took part in the study, all with at 
least basic level knowledge and experience of cognitive therapy. Participants were 
asked to indicate their professional status and number of years post-qualification as 
well as whether or not they were accredited members of the British Association for 
Behavioural and Gognitive Psychotherapies (BABGP). Upon recruitment into the 
study, all practitioners were trained in using Judith Beck’s Gase Gonceptualisation 
Diagram (GGD) (Beck, 1995). Though many formulation frameworks have been 
developed, tbe authors defended their decision to use tbe GGD based on it offering
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“an approach that is truly open to investigation with experimental methods because of 
its level of detail, specificity, and theoretical coherence.” (p. 1188).
Participants were presented with the case of ‘Anna’, a standardised case which they 
were then asked to formulate using the CCD. Details about Anna included an account 
of presenting problems, psychosocial history, standardised psychological assessments 
and a multi-axial diagnosis.
Content analysis was used to determine the percentage of agreement among 
practitioners’ formulations. Results indicated that participants were able to agree with 
each other and the benchmark on most descriptive aspects of the formulation but rates 
of agreement decreased for aspects of the formulation which required greater levels of 
theory-driven inference. Based on definitions and measurements of the quality of 
cognitive formulations derived by tbe authors of the study, the quality of formulations 
ranged from very poor to good, with only 44% rated as being at least good enough. 
Both reliability and quality of case formulations were associated witb levels of 
clinical experience and accreditation status.
Tbe second study to be evaluated again investigated tbe quality of case formulations 
produced by practitioners of varying experience, but used psychodynamic therapists 
as well as those with a cognitive-behavioural orientation (Eels et al., 2005). The 
authors aimed to test the hypothesis that the formulations of expert therapists would 
be higher than those of experienced and novice therapists. Novices were defined as 
clinical psychology graduates with less than 1,500 hours of supervised psychotherapy 
experience. Of the 24 novice participants, 11 considered themselves to be 
psychodynamically oriented (PD) and 13 identified themselves as cognitive- 
bebaviourally oriented (CB). Therapists were considered to be experienced if they 
possessed more than ten years of experience in practice as a CB therapist (n=8) or a 
PD therapist (n=l 1). Therapists were defined as experts if they met one or more of the 
following criteria: (a) developed a method of psychotherapy case formulation; (b) led 
one or more workshops for professionals on how to carry out formulations; or (c) 
published one or more scientific articles, books or book chapters on the subject of
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psychotherapy case formulation. Of the expert participants, 11 were CB and 11 were 
PD.
All participants were provided with six vignettes and asked to provide verbal “think 
aloud” accounts of how they would conceptualise the client, what their formulation 
would be and how they would treat the client in psychotherapy. The formulations 
were transcribed and a content analysis was performed using the Case Formulation 
Content Coding Method (CFCCM) (Eels, Kendjelic & Lucas, 1998). Unlike the CCD 
employed by Kuyken et al. (2005), the CFCMM has been designed to be applicable 
across multiple therapeutic models of psychotherapy and thus was appropriate for use 
in the study.
Once the formulations had been coded, quality was measured using eigbt criteria 
which were designed to be conceptually independent: comprehensiveness, 
formulation elaboration, precision of language, complexity, coherence, goodness-of- 
fit of the formulation to the treatment plan, treatment plan elaboration, and tbe extent 
to which the therapist appeared to follow a systematic formulation process across all 
six vignettes. Formulations were independently assessed by two advanced clinical 
psychology graduates, using likert scales to score the above dimensions of quality.
As predicted by tbe authors, tbe formulations of experts were more comprehensive, 
elaborated, complex and systematic than those of experienced therapists and novices, 
though they were not rated as being more coherent or precise in their use of language. 
Furthermore, experts’ treatment plans emerged as being more elaborated and better 
linked to formulations, biterestingly, few differences based on therapeutic orientation 
were observed.
The third and final study selected for appraisal was a randomised controlled trial 
(RCT) which investigated whether formulations are subject to availability bias - tbat 
is, based simply on the first ideas that come to mind irrespective of their validity 
(Waddington & Morley, 2000). The study explored the effects of two independent 
variables identified as possible sources of availability bias: (a) theoretical orientation; 
and (b) a suggestion in a referral letter. Forty four qualified and 20 trainee clinical
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psychologists were presented with a fictional referral letter describing a client with 
post-traumatic stress disorder and adult attachment issues. Subsequently, tbey were 
required to recall information from tbe letter, higblight areas of further interest and 
formulate initial hypotheses. The authors hypothesised that those clinicians who were 
oriented towards attachment theories of mental health issues would be more likely to 
recall attachment information in a referral letter and focus on attachment when 
discussing the client. In addition, it was predicted that an orientation towards 
attachment would detract focus from the co-existing post-traumatic stress disorder.
Rather interestingly, results of the study showed no evidence of an availability bias in 
clinical formulation as a result of theoretical orientation. Whilst an orientation 
towards attachment ideas did seem to be a predictor for clinician’s focussing on 
attachment issues when discussing the client, it did not predict bias in terms of recall 
of referral information or a tendency to neglect additional psychological concepts.
Critiquing the Evidence
Looking at the aforementioned articles, one can begin to gain a feel for tbe evidence 
base for formulation as a core clinical skill. However, when discussing the results of a 
study it is essential to take into account the methodological quality of its design 
(Greenhalgh, 2006).
Turning first to Kuyken et al.’s (2005) investigation into the reliability and quality of 
cognitive case formulations, on face value it would appear to demonstrate tbat 
practitioners can generally produce reliable formulations (i.e. formulations tbat 
measure tbe same constructs) but that many are not of high quality. But in order to 
assess how useful these results are, we must first consider how the data was obtained, 
and bow they were analysed.
Participants in the study were all provided with training in formulating using the 
CCM, presumably an act on tbe authors’ part to ensure that all formulations could be 
readily compared against one another and a benchmark which followed this style. 
Whilst the use of a standardised formulation framework contributes to the internal 
validity of the study by reducing effects caused by group threats and instrument
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change, it simultaneously reduces the generality of the results. That is, in reality, the 
participants would not necessarily use the CCD to formulate a client’s problems and 
therefore the study does not necessarily reflect the reliability or quality of formulation 
as it is used in practice. Similarly to tbis limitation is tbe use of a single case study, 
which was presented to participants using a range of media, including a detailed 
assessment report, videos of therapy sessions with ‘Anna’ and examples of completed 
thought records.
It is likely that ethical considerations around confidentiality prevented the use of a 
real-life case study in this instance. However, this creates the problem of knowing 
how valid the case study is, that is, how much it resembles the clients encountered in 
every day practice. Furthermore, the authors neglected to justify their reasons for 
presenting information using the aforementioned methods. In practice, clinicians 
would not watch a video of a client -  instead, they would be able to interact witb tbem 
and ask questions in order to ascertain the information they deemed important in 
producing a case formulation. Perhaps a more externally valid method may have been 
to allow participants to ‘role-play’ Anna’s session witb the research investigators, 
although this in turn would risk reducing the internal validity.
In an attempt to present their case example in a manner as close to actual clinical 
practice as possible, Waddington & Morley (2000) went through a relatively rigorous 
procedure to produce tbeir referral letter. Tbis included consulting various 
professionals on tbe usual content of sucb a letter, examining criteria for attachment 
issues and PTSD using the Adult Attachment Classification System (Maine & 
Goldwyn, 1985-1994; cited in Waddington & Morley, 2000) and the Diagnostic and 
Statistical Manual of Mental Disorders: Fourth edition (APA, 1994), and ensuring 
statements for both disorders were matched in saliency. Thorough though this 
procedure was, ecological validity was once again affected by tbe way in which tbe 
example was presented to participants. In reality, practitioners would not be required 
to produce a formulation based entirely on facts in a referral letter and so it is difficult 
to generalise the results to every day practice. In addition, as with Kuyken et al.’s 
(2005) study, participants were only presented with a single case example and so one
10
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cannot make assumptions about wbetber tbe results would be replicated for referrals 
indicating otber presenting problems.
Eels et al. (2005) presented participants with six vignettes in order to address the idea 
that performance may differ based on tbe specifics of tbe problem presented. 
Furthermore, the authors presented vignettes in a randomised order to as to account 
for possible order effects. Similarly to tbe previous two studies, one may argue tbat 
the experimental procedure did not mirror the experiences of professionals in practice. 
However, the authors did conduct manipulation checks to ensure that each 
hypothetical client’s presentation was prototypical of the target disorder. In this 
regard, one may consider the Eels et al. (2005) to have the best methodological 
design, not least of all because throughout the paper they were careful to justify their 
reasoning for each decision.
In terms of data analysis, both of the qualitative papers used content coding to find 
common themes in participants’ formulations. It is difficult to know for certain which 
is the most effective between tbe CCD and tbe CFCCM without directly performing 
an empirical comparison of the two but content analysis has been widely recognised 
as a useful tool for interpreting qualitative data (Braun & Clarke, 2006). When 
commenting on good practice in qualitative analysis. Barker et al. (2002) recommend 
that researchers implement procedures for checking the credibility of their analysis. 
Examples of these include using several analysts and having another researcher audit 
the paper trail.
Kuyken et al. (2005) reported formulations being initially coded by two judges, tbe 
outcome of which was checked and re-coded by a separate and “experienced” judge. 
Tbe authors do not, however, provide information about who the judges were or their 
levels of experience, so it is difficult to know how accurate the content coding was. 
No audit was conducted and the author of this paper thought that it may have been 
useful for the researchers to check back with participants regarding accuracy of the 
coding procedure.
11
Volume I: Academic Dossier
Eels et al. (2005) were far more informative about tbeir process of data analysis. They 
employed six clinical or counselling graduate students, who worked in teams of three, 
to content code the transcripts (where codes were only accepted when two of three 
judges agreed). All judges underwent rigorous training prior to the study and were 
only able to start analysing the data once they demonstrated a high understanding of 
its process. Moreover, all judges were blind to theoretical orientation and therapists’ 
experience to account for experimenter biases.
bi order to investigate variance between experimental groups on both dependent and 
independent variables, Waddington and Morley (2000) used analysis of variance 
(ANOVA). As statistical analyses go, ANOVAs are scientifically robust in tbat tbey 
control for possible Type I errors and can be used to analyse situations in which there 
is more than one independent variable (Field & Hole, 2003). However, as witb all 
parametric tests, the ANOVA assumes homogeneity of variance and that data have 
come from a population that is normally distributed. These assumptions can be easily 
tested using Levene’s test and tbe Kolmogorov-Smimov test, respectively. 
Waddington and Morley (2000) do not report using such tests, and do not comment 
on the aforementioned assumptions that need to be met in order to carry out an 
ANOVA. The author thought that this was a rather poor oversight on the researchers’ 
part, as carrying out the appropriate tests would have determined whether parametric 
or non-parametric analyses should have been performed in order to produce accurate 
results.
Whilst qualitative measures appear to lend themselves fairly well to studies of 
formulation, it was usefiil to consider the quantitative methods used by Waddington 
and Morley (2000). Typically speaking, tbe use of quantitative analysis fits in well 
with Popper’s (1957; cited in Field & Hole, 2003) hypothetico-deductive approach in 
that predicted relationships between variables can be specified using a mathematical 
framework, and the methods of statistical inference can be used to see bow well tbe 
data fit the predictions.
12
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Practice Based Evidence
An appraisal of the three studies demonstrates that, generally speaking, there is some 
evidence to support practitioners’ abilities to generate reliable formulations whicb 
draw upon psychological theory to explain a person’s current presenting problems. 
However, none of tbe studies appear to say very much about formulation’s use in 
practice or its efficacy as a core clinical skill.
For this reason, the author will be considering another source of evidence: practice 
based learning (Barker et al., 2002). As noted by Newnes (2006), clinical 
psychology’s focus has moved in recent years from a scientist-practitioner model to 
tbat of the reflective-practitioner. Chinn (2007) has attempted to provide an 
explanation for the movement:
“The argument here is that the scientist practitioner mechanically administers 
treatments legitimated by research (a.k.a. evidence based practice). The patient’s 
failure to improve can then be ascribed to lack o f motivation to comply with a 
treatment that was destined to do them good, i f  only they would stick at it. The 
reflective practitioner, on the other hand, is sensitive to the nuances o f the therapeutic 
encounter, the wealth o f circumstances in the patient and, indeed, the therapist’s own 
inner and outer worlds that might militate against the ideal outcomes being 
achieved. ” (p. 13).
bi an attempt to gain insight into the usefulness of formulation in practice, the author 
will provide a case report and a reflective account of her own experiences, biformed 
written consent was obtained from the client in session, and all names have been 
changed to protect the anonymity of those involved.
John is a 30 year-old single man who was initially referred for a psychological 
assessment by his care co-ordinator who felt that John was experiencing symptoms of 
social phobia coupled with chronic panic attacks. The initial assessment was 
conducted by a consultant clinical psychologist and during this session it became
13
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apparent that John’s problems appeared to be indicative of panic disorder with 
increasing agoraphobic symptoms. Though he had become increasingly socially 
isolated because of his fear of going out, he did not seem to be socially phobic once 
with others. In accordance with NICE guidelines for anxiety it was recommended that 
John try a structured and sustained programme of cognitive behavioural therapy 
(CBT) to address his panic attacks, agoraphobic avoidance and fearful thinking 
patterns (NICE, 2004).
A week later, I saw John for a structured CBT assessment. This allowed me to explore 
the problems outlined in his initial assessment in the context of the model and to agree 
with John a problem list and set of goals, all of which would lay the foundations for 
developing a formulation. Johnstone and Dallos (2006) suggest a framework for 
cognitive-behavioural formulation, referred to as ‘The Five Ps’, in which focus is on 
the following factors:
• Presenting Issues: A statement of the client’s presenting problems in terms of 
emotions, thoughts and behaviours.
• Precipitating Factors: The proximal external and internal factors that 
triggered the current presenting issues.
• Perpetuating Factors: The internal and external factors that maintain the 
current problems.
• Predisposing Factors: The distal external and internal factors that increased 
the person’s vulnerability to their current problems.
• Protective Factors: The person’s resilience and strengths that help maintain 
emotional health.
Presenting Issues
In our first session together John reported that in 2004 he began to develop fears of 
going out, anxiety and panic attacks. He described his worries as relentless and stated 
that he “can’t switch them o ff’. John said he was continuing to experience feelings of 
panic in what he described as ‘social situations’, although upon fiirther questioning it 
became apparent that he experienced most of his anxiety whilst out walking alone
14
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rather than in the company of others. John and I discussed the nature of his problem in 
terms of his thoughts, emotions, physiological reactions and consequent behaviours. 
Using the example of going out for a walk John highlighted that he often thought of 
the ‘worst case scenario’ or that ‘something bad is going to happen’. He reported 
difficulties in differentiating between thoughts and emotions, but was able to identify 
having had feelings of nervousness and severe anxiety. These feelings were usually 
accompanied by and increased heart rate, breathing difficulties and what he described 
as ‘a wave of anxiety’. When faced with an anxiety-provoking situation, John either 
avoided the scenario altogether or engaged in various distraction techniques and other 
safety behaviours.
Precipitating Factors
John’s current presenting issues appeared to have been triggered by his attendance at 
an anxiety management group in the summer. He found this group “depressing” as, 
having pinned a lot of hope on it’s aiding his recovery, he felt that most of what was 
suggested to him was basic distraction techniques that he had already been 
implementing of his own accord.
Perpetuating Factors
In talking with John, I began to hypothesise that the coping strategies he described 
were actually maintaining his problems. By avoiding situations in which he predicted 
having a panic attack, or using safety behaviours such as listening to his personal 
music player whilst out walking, John was reinforcing his belief that something bad 
was looming.
Predisposing Factors
In 2001 John was hospitalised following a breakdown in which he experienced both 
depression and psychotic ideation. This episode was precipitated by an accumulation 
of stresses over several years. John struggled at school due to severe dyslexia and said 
that he did not receive the learning support he needed. After school, John started a 
university degree but dropped out after a few months due to the development of afore­
mentioned mental health problems. During the period leading up to his admission, 
John was also dealing with the break-up of a “messy” relationship and had financial
15
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difficulties. He was also “dabbling” with marijuana and had a period of relatively 
heavy cocaine use.
John is one of four children. Growing up, his father was violent towards his mother, 
and eventually left the marital home when John was 14 years old. As the eldest son, 
John felt responsible for helping his mother who struggled to make ends meet. Of the 
four children, only one has had no mental health problems. This may suggest some 
genetic vulnerability to developing mental health problems.
Protective Factors
Among John’s strengths are his level of insight into his problems and his 
determination to overcome them. He is bright and easy to engage, and in spite of his 
difficulties with dyslexia he has battled to achieve his academic goals. Furthermore, 
his positive engagement with mental health services bodes well for the 
implementation of a collaborative CBT intervention.
By formulating John’s problems in the above way, I was able to address his 
presenting problems and personal history in a structured way that drew upon cognitive 
behavioural theory. But how useful was it to do this, and what evidence does it 
provide for formulation as a core clinical skill?
As a first year trainee, many of my doubts about working individually with clients 
stemmed from a fear of not knowing what to do next. Put into clinical terms, I felt 
anxious about being presented with a client for whom I could not develop a treatment 
plan. It is my belief, in the case of John, that case formulation allowed me to do that. 
Had I not considered John’s perpetuating factors I may never have begun thinking 
about behavioural experiments around dropping his safety behaviours. Similarly, 
looking at John’s past in the context of the framework above I was able to hypothesise 
about possible core beliefs that may have stemmed from his experiences with dyslexia 
and his strained family life. Would I have had these ideas had I not used a structured 
formulation method? Maybe. Would I have felt as confident about them? Almost 
definitely not.
16
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As evidence goes, it is hardly the most grounded in theory, and generalisable it most 
certainly is not. However, in light of the reflective practitioner model what I can say is 
that using formulation provided me with belief in myself. It allowed me to see a 
person’s situation in the context of a theoretical model, and to plan an intervention 
based on that framework. And for me, as a trainee clinical psychologist, that evidence 
is more likely to encourage me to use formulation in practice than any experiment or 
systematic review I may come across.
Conclusions
In order to assess the evidence base for formulation as a core clinical skill the author 
has drawn upon evidence from methodological studies as well as from practice. 
Results from the literature suggest that practitioners can usually produce reliable case 
formulations, drawing from a range of psychological frameworks and taking into 
account a range of presenting problems. However, the studies examined were not 
necessarily representative of real life circumstances, and in any case said very little 
about formulation’s applicability in clinical practice from the clinicians, service users 
or carer’ perspectives.
As a result of reflecting upon her own experiences the author was able to identify 
formulation as a useful tool for increasing confidence both in interpreting a client’s 
situation and in developing a treatment plan. The author felt that the use of 
formulation was particularly useful in the context of her role as a trainee. This, when 
integrated with findings from the literature is interesting, as results generally 
suggested that those formulations produced by experienced practitioners were of 
higher quality than those of novices. Not only do these findings imply a 
developmental aspect to producing clinically effective formulations, but they lead the 
author to consider the importance of supervision in practice.
The BPS guidelines state that trainees should receive at least one hour of supervision 
from an experienced clinical psychologist each week (BPS, 2002). Furthermore, they 
state that “It is necessary [for supervisors] to be prepared to describe basic clinical 
procedures in detail and to ensure that trainees have an adequate grasp of techniques 
that they are asked to use.” (p. 4). The author of this paper took her formulation of
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John’s case to supervision and asked whether or not she was on the right traek, both in 
terms of conceptualisation and treatment plan. Her supervisor reassured her that she 
had picked up on many of the important issues and that her planned intervention was 
appropriate. However, it was also highlighted in supervision that formulation is 
fundamentally subjective, and as such it is difficult to determine ‘right’ from ‘wrong’.
To conclude, the subjective nature of formulation makes it difficult to assess its 
usefulness using empirieal methods. Qualitative studies have been shown to give 
some insight into praetitioners’ abilities to produee reliable eonceptualisation, but 
even these are vulnerable to the effeets of judges’ subjeetive biases. The quantitative 
study reviewed in this paper investigated the effeets of availability biases on 
formulation using empirieally sound methods, but results did not support the 
experimental hypotheses.
It is the author’s opinion that whilst, in terms of the literature the evidence base for 
formulation is hardly overwhelming, refleeting upon practiee may support the 
promotion of formulation as a core elinical skill. Any tool which can increase 
confidence, aid treatment planning, and provide a struetured way in which to 
communicate a client’s situation certainly sounds to be elinically useful. Furthermore, 
the author proposes that the use of supervision in practice (something else for whieh 
the effects are difficult to empirically measure) can aid the development of this skill 
and allow practitioners further confidence in providing individually tailored care to 
their elients.
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Introduction
The demand for multi-disciplinary, “joined-up”, working was alluded to in the 
Department of Health’s (DOH) document, “The NHS Plan” (DOH, 2000). Here, the 
National Health Service (NHS) was rather powerfully referred to as, “a 1940s system 
operating in a 21®‘ century world” (p. 10) and it was noted that unneeessary 
boundaries existed between staff whieh held them back from fulfilling their potential. 
The paper proposed an end to old fashioned demarcations between staff in order to 
reduee waiting times and the need for patients to repeat personal information.
Ideas surrounding multi-diseiplinary team (MDT) work had already begun to feature 
in mental health poliey documents, such as A National Service Framework fo r Mental 
Health (DOH, 1999) and were later consolidated in The Mental Health Policy 
Implementation Guide (DOH, 2001). It was envisaged that different professions 
would work together in the pursuit of shared patient goals (Jones, 2006).
The erosion of formal role demarcations between staff and serviee users has been 
favourably received by some clients, where an inerease in approaehability and a more 
informal approach are appreciated (Brown et al., 2000). However, since the 
promotion of MDT working in the NHS, a number of papers have highlighted 
negative eonsequences including staff conflict (Jones, 2006); a lack of managerial 
direction (Brown et al., 2000) and confiision about aeeountability and responsibility 
(Norman & Peck, 1999).
The aim of the current paper is to consider some of the key ethical dilemmas that may 
arise as a result of MDT working. The author will attempt to use evidence from her 
own praetice as well as relevant theory and research to explore, understand and begin 
to address these dilemmas. To identify issues of MDT working, the author refleeted 
upon her own experiences as a Trainee Clinical Psychologist as well as eonducting a 
literature search. Consequently, three key ethical dilemmas were seleeted for 
discussion in this paper: issues of confidentiality, differing roles resulting in differing 
agendas and consideration of therapeutie boundaries.
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Confidentiality
Though on the surface the issue of confidentiality would seem to be a fairly 
straightforward one -  under common law, personal information must not be diselosed 
without the eonsent of the person concerned -  the reality in mental health services is 
somewhat more ambiguous. When a service user is referred to a Community Mental 
Health Team (CMHT), they will usually have spoken about their difficulties with 
their GP. These details are passed onto the CMHT and discussed at a team allocation 
meeting. The serviee user will then be assigned to a eare co-ordinator who will assess 
their needs further and may refer them on for additional treatment, such as 
psychological therapy. In addition, service users ean be discussed within teams during 
reflective practiee sessions and routinely during clinieal supervision. In order to 
provide seamless multi-diseiplinary eare and prevent elients from having to repeat 
details to professionals, the above proeedures are essential. However, it does mean 
that only “levels” of confidentiality can be offered and these need to be made clear to 
service users from the outset (Owen, 2001).
A number of the counselling psychology and psychotherapy codes of ethical conduct 
provide guidance on the ways in whieh different levels of confidentiality ean be 
offered (Palmer-Bames, 1998). Nonetheless, Owen (2001) identified a number of 
“grey areas” where very little specific guidanee is provided, even by psychological 
therapy associations. These included instances where a client is suicidal or has self­
harmed; is psychotic or being treated against their will under the Mental Health Act; 
is a risk to minors or to the public or has deteriorated despite the help being provided 
being judged as most appropriate according to the research base. Though instances 
such as these are generally regarded as being those where normal confidentiality 
agreements may be breaehed, it is perhaps unclear exactly how this should be done. 
When researching the issues of confidentiality in MDT working, the researcher came 
across an interesting post on the British Psyehologieal Soeiety’s (BPS) Division of 
Clinieal Psyehology (DCP) “Frequently Asked Questions” website. Here, a therapist 
had posed a question regarding a client who had unfortunately passed away during 
treatment. The content of therapy had focussed to some extent on systemic issues and 
relationship difficulties and though the client had been happy with the treatment, his 
widow (who had not attended the sessions) was not. She had contaeted the therapist to
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request a meeting in whieh she wished to learn the details of her late husband’s 
therapy. The clinician was contacting the DCP to query the extent to which, under 
these circumstanees, he could discuss aspects of the therapy without breaching client 
confidentiality. The reply he was given was as follows, “Unfortunately, the Soeiety 
has no spécifié policy regarding your enquiry. I’m afraid, you will have to consult 
your own clinical supervisor and Trust Clinieal Government Dept for a view” (BPS, 
2009).
The example above appears to be consistent with the experiences felt by many of 
today’s mental health professionals in the UK. It reflects the fact that in differing 
circumstances clinieians have to weigh up the right of their elient to have personal 
information safeguarded, the concerns of significant others to know what is happening 
to the person they care about and the broader issues of public safety. With little elear 
guidance on how to protect clients in the right to privaey, it is often left to the MDT to 
make decisions based on the evidenee at hand. This has the potential to generate a 
number of ethical dilemmas within the team. For example, at what point does a elient 
beeome “at risk”? Should confidentiality be breaehed the moment a elient diseloses 
suieidal ideation? Or does one risk damaging the therapeutic alliance and preventing 
clients from divulging sueh information in the future? And what might the 
eonsequenees of this be?
Questions sueh as these raise another interesting point about the fine line between 
confidentiality and seereey. Owen (2001) argues that professionals should be clear 
that offering confidentiality to clients does not mean offering seereey. To do so would 
be unethical as it could detract from meeting the needs of the publie and the law. 
However, an inspection of the DCP’s document. Clinical Psychology and Case Notes: 
Guidance on Good Practice calls the concept of secrecy into question. The guidance 
stipulates that “It is a professional obligation to inform the eare process by 
eommunieating with colleagues involved in the clinical management of clients, 
although access to sueh information should be on a striet ‘need to know’ basis” (BPS, 
2000, pp. 4). The reader is further advised, “Access to clinical psychology notes 
should be restricted to the client and the responsible clinical psychologist, and only 
revealed to named others with the explieit permission of the client” (pp. 8). In 
addition, the document expresses that clinical psychologists’ client notes should be
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held separately from “shared notes” and that only “relevant information” should be 
contributed to the latter. However, what might constitute “relevant information” is 
unclear.
Can MDT working exist in an environment where different professions withhold 
information about their involvement with a elient? Information sharing is an essential 
tenet of MDT care as it allows for eonsistency of treatment and a reduction in the 
need for service users to repeat personal information about themselves. By appointing 
separate guidanee for different staff groups, one runs the risk of providing 
inconsistent care and reinforcing the strict professional boundaries that MDT working 
originally sought to soften. However, the DCP do provide a rationale for their 
guidance, explaining that psyehologieal problems are not the same as medical ones 
and the information needed to help solve these problems is often complex and 
personally sensitive. As such, it should be treated with additional safeguards. Logieal 
though this does seem, is does beg the question, “what about personally sensitive 
information that is disclosed to, say, a Community Mental Health Nurse?” Should that 
information be kept separate from other professions, ineluding psychologists? If so, 
the seenario is suggestive of a collection of unidisciplinary services working in close 
proximity rather than the multidisciplinary vision that the NHS apparently aspires to. 
An ethical dilemma elearly exists with regards to confidentiality: what to divulge, 
when, and to whom?
Differing Roles, Differing Agendas
A  number of researchers have commented on the effects of diversity of roles and 
assoeiated agendas when working in an MDT, both in health settings and in business 
(e.g. Norman & Peek, 1999; Jaekson, 1996; Irvine et al., 2002). The author has 
experienced an ethieal dilemma of this nature in her own clinieal experience, whilst 
on plaeement in a CMHT in her first year of training. During this time, she was asked 
to see a elient with the view to providing a course of cognitive behavioural therapy 
(CBT) for a needle phobia. The client in question had a long history of psychosis and 
had tried a number of different therapies and psychiatric medications. His psychiatrist 
was keen for him to try Clozapine but the elient had refused on the grounds that he 
would not be able to participate in the necessary regular blood tests.
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When the author first met with this service user, she asked him to tell her more about 
his fear of needles. What emerged from the session was that though the elient did not 
like needles, he did not have a phobia per se. He expressed being able to have his 
blood tested when absolutely neeessary and had had this procedure carried out by his 
General Praetitioner (GP) in the recent past. However, he simply did not wish to put 
himself through weekly blood tests for the sake of trying a new medication. In 
addition, the elient reported numerous other reasons for deelining to take Clozapine 
ineluding his religious beliefs about medication and his personal view that Clozapine 
was “the last option” and he did not wish to try it in case it did not have the desired 
effect. For him, it was better knowing that there was something left to try if things got 
worse than trying that thing when he felt things were relatively stable only to find 
himself at “the end of the road” if it did not work.
The author was determined that the client should be allowed to make an informed 
deeision about his care, as advised by the National Institute for Clinical Excellence 
(NICE). They stipulate that the choiee of antipsychotie drug should be made jointly 
by the individual and the clinician responsible for treatment based on an informed 
discussion of the relative benefits of the drugs and their side-effeet profiles. With this 
in mind, the author used the sessions that were originally intended for CBT to discuss 
what would be involved should he decide to try Clozapine. She and the client looked 
at relevant literature and patient faet sheets to explore the potential benefits and costs 
of the medication.
At the end of six sessions together, the client thanked the author for her help but said 
he still did not wish to take Clozapine. He explained his reasons and said that their 
time together had allowed him to take all the faets into consideration and make an 
informed choice. The author assured him that she was happy with his decision and 
was pleased that he had found the sessions useful. She reminded him that the option to 
take Clozapine would be there if he wished to try it in the future.
From the author’s perspeetive as a psychologist, she felt that the intervention had been 
suecessful. However, she felt a sense of anxiety as she began to write the discharge
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report to the referring psyehiatrist. She was all too aware from reading through the 
client’s file that the psyehiatrist had attempted to start him on a course of Clozapine 
several times in the past. The client had often stated his dislike of needles as the 
reason and it was because of this that he had been referred on for CBT. The author felt 
confident that she had aeted in an ethieally sound manner and in the best interests of 
her client. In spite of this, she felt a degree of guilt that she had not managed to fulfil 
the request of the referrer. Quite the opposite -  she had left the elient more resolved 
than ever that he did not wish to change medications! Furthermore, the author sorely 
felt the hierarehieal difference between herself, a first year trainee, and the consultant 
psychiatrist whose reeommendations she had questioned.
It felt a difficult position to be placed in and yet the author can sympathize with the 
psychiatrist in the seenario. He too was acting in the interests of his client when he 
recommended a course of Clozapine. The client had experienced psychotie ideation to 
varying degrees throughout his adult life and had consistently turned to his 
psychiatrist for help and advice. Having tried numerous treatments with only limited 
success, the psyehiatrist was working in aceordanee with NICE recommendations that 
state “in individuals with evidence of treatment resistant sehizophrenia (TRS), 
Clozapine should be introduced at the earliest opportunity” (NICE, 2002, pp. 1).
The above case illustration reflects how the varying professional agendas within 
MDTs can result in an ethical dilemma for some, or all, involved. Both staff members 
in this instance were attempting to use their clinical knowledge and skills base to help 
the client and yet the author felt tom between following the recommendations of her 
superior and doing what felt morally right for the client. Furthermore, one must refleet 
on the experience of the client, who in this case may have felt that the care he 
received from members of the MDT was inconsistent. Occurrences such as this mn 
the risk of throwing doubt on the unity of mental health professionals and thus the 
quality of the advice being given.
Though all health professions have guidanee on providing ethically sound care, 
Seedhouse (2002) argues that in order for a code of ethies to be meaningful it must 
apply to all members of a professional group in all eontexts. However, he eoncedes
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that this is not a very realistic vision. He postulates further that it is not possible to use 
a eode of ethies to “act in the best interests” of a service user beeause what constitutes 
as “best interest” does not automatieally emerge from a eode, rather it needs to be 
thought through in whatever context happens to pertain. This certainly appears to 
have been the case in the example given above, where both professionals found 
themselves in a predieament where they had to make a decision about what would be 
best for their client, with only their clinieal knowledge and moral judgment to rely on.
Therapeutic Boundaries
Similarly to confidentiality, the concept of therapeutie boundaries is one that 
clinicians tend to feel they understand instinctively, but using it in practice or 
explaining it to others is often challenging (Gutheil & Gabbard, 1993). In the last 20 
years the mental health professions have seen a surge of literature highlighting the 
issue of professional boundaries and illustrating the harm that violations of these 
boundaries can cause to both service users and effeetive treatment (e.g. Epstein & 
Simon, 1990; Simon, 1992; Gabbard & Lester, 1995). However, definitions of what 
constitutes a boundary violation between mental health professionals and their clients 
remain vague.
Gutheil and Gabbard (1993) identify a boundary as the “edge” of appropriate 
behaviour. They resist giving this “edge” a sharp definition, arguing that it changes 
shape and position due to the diversity of therapeutic approaches and the need for 
clinicians to tailor treatment strategies to suit the needs of individual elients. Even the 
great figures in the field of psychology were unclear on the management of 
boundaries in clinieal practiee. Freud likened the position of the therapist to the 
opacity of a mirror and the dispassionate objectivity of a surgeon. Yet he himself sent 
posteards to his patients, loaned them books, gave them gifts and in some cases 
provided them with extensive financial support (Lipton, 1977). In addition, during her 
analysis of Clifford Scott, Melanie Klein eneouraged him to follow her on her 
vacation to the Black Forest. Here, he underwent two hours of analysis eaeh day while 
reclining on Klein’s hotel bed (Grosskurth, 1986).
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Gutheil and Gabbard (1998) eneourage clinicians to make a distinction between 
boundary crossing and boundary violation. Furthermore, they stress the importance of 
context, giving the example that a mental health professional that gives a elient a lift 
during a blizzard should be judged differently on whether the individual lived in a 
very rural location or whether they lived in a city with good public transport systems. 
Similarly, they make distinctions between whether or not the client feels coerced into 
aecepting the lift and whether or not the clinician also offers lifts when the weather is 
mild. The coneept of context is eehoed in the literature on therapist self-disclosure, 
with Patterson (1985) arguing that this can be an important and helpful therapeutie 
tool but only when it is used to benefit the client and not the clinieian. Ultimately, it 
would appear, clinieians are required to employ that elusive strategy of “working in 
the best interests of their clients”.
The matter is complicated further in MDTs where there are inconsisteneies between 
professions. This can lead to eonfusion for the client who receives differing levels of 
formality from those involved in their care, and frustration for professionals whose 
therapeutic stance is called into question by those with more rigid or relaxed rules 
than themselves. In an attempt to organise their discussion of boundaries, boundary 
crossings and boundary violations, Gutheil and Gabbard (1993) plaeed them under a 
number of headings: role; time; place and space; money; gifts, services and related 
matters; clothing; language; self-diselosure and related matters; and physical contact. 
Unfortunately, there is not enough seope to diseuss all in detail but the author will 
eonsider two of these themes using her own experienees to try and better understand 
the ethieal dilemmas surrounding therapeutie boundaries in MDT working:
Time: A elear and structured boundary is provided by the time that is provided to a 
client by the mental health professional. The beginnings and endings of therapy 
sessions -  starting or finishing early or late -  are both susceptible to crossings of this 
boundary. In psychotherapy, the matter of setting boundaries is often approaehed by 
use of a “therapeutic frame” -  an envelope or shield around the therapeutic role that 
defines the charaeteristies of the relationship between clinieian and client (Spruiell, 
1983). These can involve the arrangement of appointments, frequeney and duration of 
sessions and even the room that the therapy is to take place within. To maintain the
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therapeutic frame is to give the client a sense of containment, a set of rules within 
which it is safe for them to relive, re-experience and reminisee about painful 
experienees.
The reality of MDT working means that the degree of therapeutic boundary setting 
deseribed above is not always possible with regards to time. There are large 
inconsistencies between professions in terms of the length and frequeney of 
appointments offered to service users. In the author’s experienee, psyehologists will 
often see their clients weekly or fortnightly for hour-long sessions. Psychiatrists and 
care co-ordinators -  including CMHNs and social workers -  will typically see people 
more sporadically and for shorter periods of time. Of course, this is determined by 
higher caseloads and service demands but one can see how it may be eonftising to 
serviee users.
Adherence to the therapeutic frame may vary within professions also. The demands of 
MDT working mean that professionals are required to attend various team meetings. 
Care Programme Approaeh (CPA) reviews and so on. This can make it very difficult 
for mental health professionals to see clients at the same time every week and, 
effectively, forces them to cross the therapeutie boundary. For those individuals who 
feel eontained and protected by the therapeutic frame, this could arguably be rather 
damaging.
Place and Space: In adult mental health the psychologist’s office, or a room in the 
building in whieh they work, is in most cases the space used for individual therapy. 
As mentioned previously, the consisteney provided when using the same room for 
each session can contribute to the development of the therapeutic frame and give the 
elient a safe environment in which to divulge difficult personal information. In the 
author’s experience, this is not always possible in MDT working. In the CMHT where 
she was based in her first year, the qualified elinieal and counselling psyehologists 
had their own offices, as did the psyehiatrists. However, CMHNs, social workers, 
support workers and trainees were required to book one of a number of rooms in 
which to see clients. Differing schedules and workloads meant that one could not 
guarantee getting the same room at the same time every week. The system in place
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was a logical one, as there were more staff than rooms and staff were not with clients 
all day every day. However, it did provoke a difficult dilemma about how to maintain 
the clients’ sense of containment and how best to manage therapeutic boundaries 
within the team.
In addition to issues surrounding use of rooms for client contact, there are between- 
profession differences when it comes to place and space in MDT working. Many care 
co-ordinators and support workers will visit clients in their homes, whereas inpatients 
often require those involved in their care to visit them on the ward. In some cases, 
particularly with the introduction of services sueh as Assertive Outreach Teams 
(AOTs), clinieians will assist elients in practical tasks and may drive them from one 
location to another. The literature would suggest this to be inappropriate for a 
therapist under normal circumstanees (Gutheil & Gabbard, 1998) and yet it appears to 
be common practice in other professions. Though one could argue that different roles 
allow for different relationships with clients, this is not explicit. At what point does 
the boundary between professional and personal lie, and is this the same for 
everybody? If so, should the move towards MDT working result in a blending of 
boundaries as well as professions?
Summary and Conclusions
This paper has attempted to explore and understand three of the key ethical dilemmas 
that might arise for multidisciplinary team working in mental health services. The 
author has addressed issues surrounding confidentiality, differing roles and agendas, 
and therapeutie boundaries. A number of ethical considerations were raised, including 
the effeets of staff inconsistencies on clients and the care that they receive. A 
recurring theme was that of professionals not having clear guidelines for ethical 
conduct in specific situations (e.g. confidentiality and family of a deceased client).
As previously mentioned, Seedhouse (2002) proposed a shared ethical bond for 
mental health professionals in order to eliminate problems caused by variance in 
professional codes of ethies. He argued that ethieal codes are widely open to 
interpretation and that it was impossible to demonstrate absolute moral standards. He
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therefore suggested that workers ought to adhere to a substantial theory of health such 
as his foundations theory (Seedhouse, 1997).
Seedhouse’s opinions were subsequently called into question and his foundation 
theory criticised (Hill, 2002). Nonetheless, the author believes that there is some merit 
to his argument. In order to address the ethical dilemmas of MDT working -  certainly 
the ones outlined in the current paper -  mental health workers do need a shared set of 
ideas about ethical practice. Perhaps a shared eode of ethies with clearer guidelines 
could aid clinicians in their deeision making. However, producing a document that 
could account for the multi-faeeted roles of all members of the MDT (if possible at 
all) would be an extremely time-consuming and costly task.
Perhaps a different -  and more realistic -  approaeh would be to simply accept the 
limitations of the MDT way of working. The purpose of bringing a range of 
professionals together is surely to benefit from the variance in their knowledge and 
expertise. By blurring the Codes of Praetice that have been specifically designed to 
suit each individual profession we run the risk of blurring people’s roles and skill-sets. 
This could, at the extreme end, result in a uni-faceted team of generic mental health 
workers -  something that is unlikely to benefit client or clinician. Though the author 
has been questioning, even critical of the concept of “working in people’s best 
interests”, perhaps that is what it ultimately comes down to. It is essential that staff 
make use of clinieal supervision. Trust policies and the ethical guidance that is made 
available by their professional bodies. But, ultimately, most mental health 
practitioners will find themselves faced with a decision where there is no clear 
answer. In a profession that is filled with uncertainties, hypotheses and “needs more 
evidence”, maybe keeping ones clients at the forefront of one’s mind on these 
occasions is the best that one can do.
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W Reflective Account o f the Problem Based Learning Exercise: 
The Relationship to Change ”
PEL Reflective Account One
March 2008 
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Introduction
Having elected to join the only case discussion group (CDG) that ran on a Monday 
afternoon, was introduced to the Problem Based Learning (PEL) exercise on my 
first day as a trainee clinical psychologist. The majority of the day had been spent 
making nervous introductions to the rest of my cohort and engaging in rather personal 
role plays with people I had known for only a matter of hours. Ey the time 5 o’clock 
arrived I was completely overwhelmed.
I arrived at the CDG and briefly scanned the room. I was comforted by the presence 
of a girl who I had talked to at the meet-and-greet event in May. I took a seat next to 
her and waited for the rest of the group to arrive.
The Problem
Having had no prior experienee of PEL, I was unsure what to expect. Our facilitator 
provided us with a handout and explained that the PEL exercise would provide an 
opportunity to develop an evolving understanding of what ean help and hinder 
learning within a group. In addition, we were given the title of our first exercise -  
‘The relationship to change’ -  and told that we had six weeks to produce a 
presentation on that topic.
I found myself in a state of inner conflict. I was eager to make a good impression with 
my fellow group members, yet felt confused and hesitant about the problem. The title 
just seemed so ambiguous. What relationship? To change what? In hindsight I 
imagine I was not the only one experiencing doubt, but at the time the problem just 
felt like a difficult end to a very long day.
The Group Process
One of the first things I observed about the group was the diversity among its 
members. Not only did it possess the oldest member of the cohort and myself, the 
youngest, but we all appeared to have very different professional backgrounds. Three 
group members had worked as assistant psyehologists and one as a research assistant.
' The author will use first person narrative throughout the paper in order to aid reflection and provide a 
personal account o f events
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I had worked as a trainee Mental Health Practitioner and had had relatively little 
direct contact with clinical psychologists. The remaining group members had 
experience in teaching and banking and had turned to psychology as a second career 
choiee. I was interested to see how our differences would influence the group 
dynamic - whether they would act as a barrier to progress or, conversely, provide us 
with a variety of resources to draw upon.
The group met formally once a week, and occasionally on an informal basis in 
between. Due to the vague nature of the question, and perhaps because of our 
uncertainty with one another, we began by defining change in a very broad manner. 
My interpretation included ideas around personal change -  how we grow and develop 
as human beings -  and cultural change -  changes in soeiety, such as political changes 
and generation shifts. When put together with the ideas produced by the rest of the 
group it appeared that we had a deep and varied understanding of change, but very 
little in the way of a concrete plan.
After our initial meeting it occurred to me that we had somewhat neglected the 
presence of the word ‘relationship’ in the exercise’s title. I began to develop ideas that 
incorporated this aspect of the problem and shared them with the group when we next 
met. Though we still did not know one another well, I had identified one thing that we 
all had in common -  the presentation. For that reason I suggested that we produce a 
presentation that described our changing relationship -  something that we would all 
experience and all relate to. The rest of the group were positive about my idea and we 
agreed that it would form the basis of our work.
I was relieved by the group’s response, as I felt as though I had taken a risk in 
proposing my idea. During our first meeting together we had allocated the roles of 
chair and scribe as suggested by Wood (2003). We made a unanimous decision to 
rotate these roles from week to week in order to enhance equality of group members 
and prevent power differentials. As a relatively outspoken person, I am aware that I 
can dominate conversations at times, and was anxious that my peers may perceive me 
as trying to take a leadership role.
In spite of my concerns, I would say in hindsight that the group began to develop 
strong ties once we had established our goals for the presentation. During our sessions
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together we reflected on our progress and a recurring perspective was that the more 
we defined our objectives and responsibilities, the more at ease we felt within the 
group. This effect has been identified and replicated in studies of interpersonal 
relations and group processes, whieh state that groups working towards challenging 
performance goals perform better than groups who work without explicit goals (e.g. 
Weldon et al., 1991).
On reflection, I also feel that the group began to develop once we identified one 
another as providing a ‘safe’ space in which to be vulnerable. Personally speaking, it 
was comforting to know that in spite of the different levels of knowledge and 
experienee we brought to the group, we were all going through something together 
and all expressed similar hopes and fears about our new roles as trainees.
The Presentation
Over the six weeks together, the group identified two theories of change upon which 
to map our experiences. We chose the Plan Do Study Act (PDSA) model (Langley et 
al., 1996) to demonstrate the planned changes within the group, and transition theory 
(Hopson & Adams, 1976) to demonstrate unplanned, spontaneous changes.
By the time we had to give the presentation, I had come to feel very protective of my 
fellow group members and felt a unique closeness with them that did not exist with 
other people in the cohort. For that reason, the presentation itself made me feel a 
degree of discomfort. We had split the talk into sections and agreed to take turns to 
present. It was the first time since starting on our project that we were divided as 
individuals and did not work as an absolute collective. Other members of the group 
told me how nervous they felt and I experienced an overwhelming desire to protect 
and ‘save’ them from their discomfort.
Retrospectively, the presentation went well. In comparison with other groups, it was 
quite heavily grounded in theory and there was a part of me that worried it may have 
been too dry. However, I felt as though we had achieved our objectives and as a result 
I felt a great deal of pride and positive regard for my group and for our performance.
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Clinical Relevance
On a very practical level, the PEL presentation has had a useful influence on my 
clinical practice. Transition theory in particular has allowed me to consider the 
unconscious processes that occur during changes in an individual’s life or 
environment. This, of course, is relevant for work with clients who perhaps have 
undergone a significant life-change prior to referral and who will potentially 
experience fiirther change within the therapeutie process. However, as useful as the 
content of the presentation has been for my clinical work, it is the processes that 
occurred within the group whieh have had the most poignant effect.
It has been helpful for me to liken the development of relationships within the group 
to that of the therapeutic relationship between professional and elient. As commented 
on previously, I am a fairly extroverted, outspoken person and sometimes tend to take 
over conversations. This trait is one that sometimes affects my work with clients in 
that I feel a responsibility to lead sessions and be a ‘provider’ in the relationship. 
Working within the group allowed me to reconsider my role as leader and to work 
collaboratively with others. Though I still have a tendency to over-plan sessions at 
times, I feel that I am gradually becoming more flexible as a practitioner and am able 
to deviate from my plans in order to allow clients more control over their care.
The sense of discomfort I experienced on the day of the presentation is also something 
that I have since related to clinical practice. Specifically, it caused me to consider the 
emotions experienced at the end of a therapeutic intervention. Over the course of the 
PEL exercise I had grown to feel a very unique closeness to my fellow group 
members, as well as a desire to protect them. This, in many ways, is very similar to 
the way I have since felt about elients whilst on placement. It is therefore useful for 
me to consider the outcome of ‘letting go’ during the presentation and witnessing my 
colleagues deliver their segments without me.
As mentioned previously, the presentation went objectively very well. Though my 
peers (and I) were nervous, they managed to get through their sections effectively and 
independently. Afterwards one of my fellow group members commented that, though 
it had been scary, she felt good about her performance. Tying this in with endings and 
the therapeutic relationship, I am reminded of the importance of promoting
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empowerment and independenee for our clients. Though I am inherently protective of 
others, the PEL exercise has allowed me to reflect upon my limits as a practitioner 
and to have eonfidenee in my clients to be ultimately responsible for their own 
success.
Finally, working on the PEL exercise has given me the eonfidenee to work with a 
diverse range of individuals. Upon meeting the other group members I had worried 
about the effects of our differing experiences on our ability to work together.
However, our differences allowed us to bring a range of qualities to the process and I 
found myself benefiting from exposure to different learning styles. Furthermore, and 
perhaps more importantly, in spite of our diversity we were able to find common 
ground and use this as a foundation on which to build our relationships. This, to me, is 
an essential quality for all mental health professionals to possess and provides a 
starting point for developing the therapeutic relationship.
Reflexivity: A Comment on the Self as a Reflective Practitioner
Coghlan and Eranniek (2005) identify the importance of being reflexive in addition to 
reflective and define this process as “the constant analysis of one’s own theoretical 
and methodological presuppositions” (pp.6). For this reason, I felt it important to 
comment on the beliefs and assumptions I have brought to this paper and to reflect 
upon their implications.
Perhaps ironically, I do not consider myself to be much of a reflector. Though I have 
experienced reflective writing prior to my current role and have strived to develop 
reflective skills through clinical supervision, it is not something that comes naturally 
to me. I tend to take the view that “what’s done is done” and have been known to 
postulate that reflection breeds anxiety.
With this in mind, I approached the PEL account with caution. I was eoneemed that 
my reflections might feel forced and therefore not truly representative of my 
experience. However, I have made all attempts to suspend beliefs throughout the 
paper and have indeed been pleasantly surprised. McFarland et al. (2007) distinguish 
between reflection and rumination and suggest that the manner in which people focus
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on their moods determines whether they reveal positive or negative self-relevant 
thoughts.
I can truthfully report that the PEL account has allowed me to explore my experiences 
in a way that is sure to benefit my clinical practice. In retrospect, perhaps my previous 
doubts were in fact about rumination rather than reflection. The above account came 
naturally and freely, which leads me to wonder whether I, a non-refleetor, have 
unwittingly been reflecting all along.
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“A Reflective Account o f the Problem Based Learning Exercise:
Working with People in Later Life, Their Families, and the Professional Network’
PEL Reflective Account Two
March 2009 
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Introduction
Having completed two problem based learning (PEL) exercises during my clinical 
psychology training, Ÿ  had developed a degree of confidence. The ambiguity of what 
was expected by the course team seemed to have diminished somewhat and I had 
developed some belief in my ability to partake in a group presentation. In addition, the 
context in which the third PEL exercise would occur was (fi*om my perspective) 
dramatically different: I was now a Second Year trainee.
I had survived a year of clinical psychology training and emerged feeling competent 
and confident. The nagging belief that had followed me throughout my first year that I 
was a “fraud” waiting to be uncovered was gone. I was good enough to be there and I 
had something to contribute to the field.
The Problem
Trainees from the second and third year were placed into mixed groups. All were 
given a vignette about a man named Mr Nikolas, who was 69 and had been referred to 
the psychology department for assessment of his short term memory problems and 
needs for care. Eackground information was provided about Mr Nikolas, his family, 
and the lead up to the referral. The aim of the PEL exercise, it seemed, was to identify 
the problem, consider whose it was and hypothesise about what might happen.
The title of the exercise was, “Working with People in Later Life, Their Families, and 
the Professional Network”. I recall feeling somewhat disgruntled by the topic and its 
lack of relevance to my stage of training. As a second year, I was about to embark on 
a placement working with either children or people with learning disabilities. Trainees 
do not do their placement with older people until the final year of training. I thought 
that this placed us at an immediate disadvantage in terms of the knowledge we might 
bring and also seemed to show preferential treatment towards the third years in terms 
of relevance to elinieal practice.
 ^The author will use first person narrative throughout the paper in order to aid reflection and provide a 
personal account o f events
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The Group Process
Following the task designation, the members of my group met to diseuss how we 
might taekle the exercise. Three were other members of my cohort and the remaining 
three were third years. During that initial meeting I found myself remaining quite 
reserved and even guarded. I was acutely aware of seeming inadequate when 
compared with the third year trainees. Despite having worked with older people for 
two years prior to training, I felt very deskilled and unable to contribute anything to 
the group. All of my initial eonfidenee about beginning my second year had begun to 
wane because, ultimately, I knew I would always be one year behind these people. 
Brown (2000) states that joining a new group often requires us to redefine who we 
are, which may in turn have implications for our self-esteem. This was certainly the 
ease for me and I left the meeting feeling as inexperienced and unequipped as I had on 
my first day of training.
My uneasiness during the first day may be partially explained by the unusual 
eireumstanees under which the group was formed. In the first PEL exercise, all group 
members were in the same situation. All were new members of the cohort and none 
knew one another prior to the exercise. Conversely, with the present exercise, there 
was a clear distinction between group members. Though all were trainee clinical 
psychologists, individuals could be categorised according to which year group they 
belonged. In this sense, at the outset it did not feel to me like we were a single group -  
it felt like we were two groups being forced to work together. Social theories of group 
cohesion state that two consequences of categorisation are the exaggeration of 
intergroup differences and the enhancement of intragroup homogeneity (Tajfel, 1982; 
Diehl, 1990). Seemingly, the way for me to gain eonfidenee would be to find 
commonality with the third years and begin to view the two groups as a whole.
At our second meeting, some weeks later, I remained uncertain within the group 
setting but had come prepared. We had agreed to each take a character from the 
vignette and write a first person narrative from their perspective. This had felt like a 
comfortable exercise as it was based on affect rather than theoretical knowledge and 
thus there was not a distinct “right” or “wrong”. As a child I had enjoyed amateur
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dramatics and taking on the character of Mr Nikolas’ partner felt natural, even 
enjoyable.
The group took it in turns to read through their narratives and as I observed my fellow 
group members, I began to feel at ease. One or two tripped over their words then 
laughed. Somebody had made a typing error. Another had got the age of their 
character wrong. These people were not so terrifying or threatening, after all. They 
were human, fallible -  like me.
The PEL exercise began to improve from my perspective following that second 
meeting. With my initial fears diminished, I was able to concentrate on the task at 
hand. As a group we began to reflect on our progress and the general consensus was 
that once we had identified a shared goal (i.e. the direction our presentation would 
take) we collaborated very well together. This effect has been identified and 
replicated in studies of interpersonal relations and group processes, which state that 
groups working towards challenging performance goals perform better than groups 
who work without explicit goals (e.g. Weldon et al., 1991).
The Presentation
For the presentation itself we decided to examine the context of age in the 
management of mental health difficulties. We did this by performing two role plays of 
a therapy session with Mr Nikolas and his family. We kept all details the same 
between the two scenarios except for the ages of the characters. In the first role play, 
Mr Nikolas was 69 and all other characters also kept their ages from the original 
vignette. In the second performance, all characters were 20 years younger than 
outlined in the exercise.
The presentation highlighted the effects of age on the different treatment received by 
Mr Nikolas and his family members, by the therapist and by each other. For example, 
in the first scenario, it appeared that early onset dementia was assumed to explain Mr 
Nikolas’ recent memory problems but in the second it was not even considered. 
Instead, his son Alex was scapegoated and his accusations assumed to be the result of 
his anger at his parents’ divorcing.
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Our work was well received by the audience and course team members who were 
evaluating the presentations. I was extremely pleased with the outcome, particularly 
as in previous PEL exercises I had been concerned that my groups’ presentations 
were too “dry” and heavy on theory. I felt that my group in this instance had come 
together to create something creative and thought-provoking and I was proud to have 
been a part of it.
Clinical Relevance
When reflecting on the implications of the PEL exercise on my elinieal practice, I 
have been able to identify two key themes. The first is the effect of age on service 
delivery, which is particularly relevant in light of my transitioning from work with 
adults aged 18-65 to children aged 0-18.
Much of our teaching during training encourages us to be mindful of difference and 
diversity when working in our elinieal settings. We are taught the importance of 
valuing people’s cultures, gender, sexual orientation and economic status. 
Furthermore, the course shows us how to reflect on our own backgrounds and beliefs, 
and to think about the impact these have on what we bring to our elinieal practice.
The skills I have developed in this area have been invaluable in assisting my 
interpersonal work both with clients and other healthcare professionals. However, 
reflecting upon the PEL exercise has made me consider the potential dangers of 
focussing too heavily on issues of diversity. In the ease of Mr Nikolas, the only 
difference between scenarios was that of age. Though the role plays were perhaps 
slightly exaggerated and therefore not representative of all clinical practice, it did 
raise questions for me. I began to think about the assumptions I was taking with me to 
my child placement -  Would I speak differently to my clients because they were 
younger? When would doing so stop being considerate and start being patronising? 
Would I miss anything important because I was putting it down to being “typically 
adolescent”?
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Asking these questions made me feel slightly apprehensive about working with the 
new client group, particularly as I did not have any prior professional experience with 
children or adolescents. Moreover, I began to think back over my year-long adult 
placement and wondered whether I had ever expected too much from clients, 
presuming that their age should qualify them to understand everything that I 
understood. Though I believe that I have always strived to be respectful and conscious 
of clients’ differences, the thought did bring some uneasiness. In spite of the 
discomfort, I am glad I asked myself those questions. Asking them has enabled me to 
remain conscious of my assumptions and has taught me an invaluable lesson -  when 
in doubt, ask. Clients are the experts of their own minds, beliefs and capabilities, and 
in my experience -  regardless of age, gender or culture -  they have been extremely 
generous in sharing these with me.
The second theme to emerge from my experience of working on the PEL exercise is 
that of power and personification. When I first began working on the task, I felt an 
enormous sense of power imbalance. Though I accept that this was most likely a 
product of my own fears and the perceived threat to my self-eoneept, I couldn’t help 
but feel that the third years held an authoritative position.
This in turn made me think about the way clients may feel when embarking on a 
therapeutic relationship. Though I would like to think that I try to put individuals at 
ease during initial sessions, one cannot ignore the power imbalance that so clearly 
exists. In terms of psychological concepts and models, the therapist can be seen as 
being the “expert”, sharing their knowledge with their clients. One can empathise with 
how disempowering this may be for individuals and it is synonymous with my 
experience of feeling less knowledgeable than the third years.
It was only when I was able to personify my fellow group members that I felt at ease. 
I remember an incident early on in my adult placement where I had accidentally taken 
a client the wrong way out of the building. During supervision I had expressed my 
embarrassment and my supervisor reassured me that it had probably been more 
therapeutic for my client that most of the actual assessment. She went on to say that 
she often deliberately stumbled over her words or made some small mistake like
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dropping her pen to help empower her clients. At the time, this felt like a rather 
strange piece of advice, but reflecting on my own experience within the PEL exercise 
has allowed me to put it into context. Without seeing the third years as fallible, I 
would not have found common ground with them. Had that been the ease, they would 
have remained the “outgroup” and meaningful collaboration may never have 
occurred.
Final Reflections
Working on the PEL exercise has allowed me to reflect on my experiences and think 
about how they may be applied to elinieal practice. I have learned from both the 
content and the process of the group work. The latter allowed me to consider the 
assumptions that we clinicians bring to our practice and to rethink the boundaries of 
working with diversity. The former assisted me in empathising with clients in the 
early stages of therapy. However, what I will value most from the exercise is the 
opportunity it provided to build new relationships and gain new friends from a most 
unexpected source.
52
Volume I: Academic Dossier
References
Brown, R. (2000). Group Processes. Oxford: Blackwell Publishing Ltd.
Diehl, M (1990). The minimal group paradigm: theoretical explanations and empirical 
findings, in Stroebe, W. & Hewstone, M. European Review o f Social Psychology, 1, 
263-392.
Tajfel, H. (1982). Social Identity and Intergroup Relations. Cambridge: Cambridge 
University Press.
Weldon, E., Jehn, K. A. & Pradhan, P. (1991). Processes that mediate that relationship 
between a group goal and improved group performance. Journal o f Personality and 
Social Psychology, 61(A), 555-569.
53
Volume I: Academic Dossier
‘A Reflective Account o f the Problem Based Learning Exercise: 
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Introduction
Over the first two years of elinieal psychology training, had completed three 
Problem Based Learning (PEL) exercises. In my last reflective account I began my 
remarking upon the growth in my confidence as a result of building upon prior 
experiences. Now reflecting on my fourth and final PEL exercise, I find myself 
understanding the tasks in a slightly more complex manner. Whilst, indeed, I feel 
more experienced as a presenter and in working with different groups, I am also 
becoming more aware of the capacity to learn something new from each PEL 
exercise. In my early days on the course a senior trainee told me, “You don’t become 
more confident as the years go on. You simply become more confident in admitting 
you’re not confident”. Now, in my final year, this carries more significance than ever.
The Problem
Second and third year trainees were placed into mixed groups and presented with the 
“problem”. Unlike previous exercises, which tended to centre around a ease vignette, 
this year we were tasked to produce a consultancy report on how the effectiveness of 
the Improving Access to Psychological Therapies (lAPT) programme can be assessed. 
We were provided with a brief outline of the lAPT programme and some key 
questions that we might consider in our groups. As with previous PEL exercises, each 
group was expected to produce a 20 minute presentation which addressed the 
problem.
My initial response to the task was one of uncertainty. The exercise had taken a very 
different direction to those completed by the second/third year groups in the past and 
was therefore not what I had expected. Though I had some knowledge of LAPT from 
supervision, discussions with peers and colleagues and a little personal reading, I 
certainly did not feel able to speak confidently about the topic. I remember reflecting 
last year that the ease vignette exercise placed us second years at a disadvantage in 
terms of the knowledge and elinieal experience we could bring (particularly as it
 ^The author will em ploy  a first person narrative through out th e  paper in order to  aid reflection  and  
provide a personal account o f even ts.
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related to a elient group that the second years had not yet worked with). Although I 
can see that the present PEL task addressed this imbalance, I must admit to feeling 
rather disgruntled when faced with it as I had rather looked forward to feeling like the 
‘ experienced third year’ !
The Group Process
After receiving the outline of the problem, the group met to diseuss our initial 
thoughts. As one of the senior trainees, I felt a responsibility to take control and offer 
some ideas for how we might taekle the presentation. In retrospect, this may have 
been driven by a need to demonstrate my status as a final year trainee and to 
counteract the lack of eonfidenee I experienced when given the topic of lAPT. Erown 
(2000) states that high status in social groups is implicit of a “tendency to initiate 
ideas and activities that are taken up by the rest of the group” (p 73). In the meeting, 
two of the other third years and I suggested tackling the problem by thinking about 
how lAPT’s effectiveness relates to directorates other than that of working-age adults. 
Some members of our cohort had considered this in relation to child and adolescent 
mental health services, and services for people with learning disabilities in their 
second year essays. It seemed an interesting and relevant take on the problem and I 
turned expectantly to the second years to hear their response. To my surprise, they 
dismissed the idea immediately! One trainee felt that the idea would not answer the 
question sufficiently and another, who was doing her Major Research Project on 
lAPT, felt our focus should be on research methodology rather than elient group. 
Social theory of group processes suggests that when people disagree with one another 
over how to taekle the task at hand, it is likely to generate tensions that impede the 
group’s progress towards its goal (Eales, 1953). Although the third years had initiated 
ideas within the group, these had not been taken up by our fellow members and 
accordingly I felt a sense of my status being diminished.
At the initial meeting we scheduled in fiirther dates to plan the presentation but 
unfortunately I missed the following two due to illness. I can recall feeling very guilty 
about not being able to offer my contribution and worried that I was missing out on an 
important period in the group process. My fellow group members kept me informed 
of what I had missed via email and sent me relevant reading, which I appreciated very
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much. However, the sense of guilt persisted and I felt a need to ‘give something back’ 
when I next met with the group. I arrived early to the fourth session with a clear idea 
of what I wanted to contribute. Another trainee was early too and told me that the 
group had been stuck between two ideas and she was worried that it was rather late to 
have not started preparing the presentation. Together we discussed which option we 
thought was best and how we would translate it into a presentation. When the rest of 
the group arrived, we fed back our ideas and these were gratefully received. This felt 
like an important moment for me personally, as being able to contribute and have my 
ideas accepted allowed my eonfidenee to grow in the group setting. However, more 
than that I was happy that the final plan for our presentation had included everybody’s 
input. Status -  certainly in terms of our position in training -  no longer seemed as 
important as it once had.
In spite of my initial hesitations regarding status and responsibilities within the group, 
I believe that we became more cohesive once we developed an agreed plan for the 
presentation. Throughout the preparation period we reflected on our progress and 
there appeared to be a consensus that the degree to which we felt at ease within the 
group was positively correlated with how far we defined our objectives and roles. 
This effect has been recognised and replicated in studies of group processes and 
interpersonal relations, which suggest that groups working towards challenging 
performance goals perform better than those who work in the absence of explicit 
goals (e.g. Weldon et al., 1991). Once the group had a shared sense of clarity 
regarding the presentation - as well as everybody’s individual responsibilities - we 
were able to work productively and collaboratively together.
The Presentation
For the presentation itself, our group decided to perform a role play which considered 
the viewpoints of various stakeholders when evaluating the effectiveness of lAPT. 
The presentation began with our narrator, playing the role of an LAPT consultant, 
addressing the audience and stating that she was producing a consultancy report and 
had held a focus group the previous year with a service who were about to implement 
the lAPT programme. She then cut to a ‘video’ of the rest of the group, in which we 
acted out how that initial meeting might have gone. The group consisted of the LAPT
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consultant, a General Practitioner (GP), a Primary Care Trust (POT) Commissioner, a 
Clinical Psychologist, a Counsellor, a Graduate Mental Health Worker (GMHW) and 
a Service User (SU) Advisor. The group discussed their initial hopes and fears for the 
service as well as the areas of effectiveness that they felt it would be important to 
evaluate.
Following the group role play, the narrator informed the audience that she had 
returned to the team a year later to review progress and acquire further feedback. In 
the second ‘video excerpt’ the roles of the Clinical Psychologist and GMHW had 
changed to High Intensity Worker and Low Intensity Worker, respectively. The 
Counsellor was absent but there was now a service user who had been through the 
lAPT service. This second meeting allowed the stakeholders to remark upon how they 
had measured effectiveness thus far and the limitations of these methods. Our 
presentation concluded with the narrator reflecting the team’s discussions to the 
audience and implementing them in an overview of her lAPT consultancy report.
The presentation allowed us to consider the meaning of the word ‘effective’ and what 
it might signify to different people within a system. We were able to take a multi­
faceted approach to the problem and consider the methodological issues of evaluating 
a new service within the NHS. The presentation was well received by the audience 
and provoked interesting discussions around the role of the recovery movement (or 
lack thereof) within the lAPT framework. This was a eoneem that had been raised by 
the High Intensity Worker and SU Advisor within our role play. In addition to 
addressing the PEL task, our group reflected upon the process of completing the 
exercise. This felt important to include in the presentation as it allowed us to 
contemplate the development of our relationships with lAPT and other professional 
issues, as well as with one another. Consideration and development of the group 
reflections have helped me to identify the personal impact of the group process and its 
clinical relevance throughout this paper.
Clinical Relevance
Completing the PEL exercise has been clinically relevant for me in terms of both the 
group and personal process. The overarching theme that has emerged is that of
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identity. This is of particular relevance due to my position as a third year trainee, who 
in less than a year’s time hopes to be working as a qualified elinieal psychologist.
In hindsight, I believe that my initial difficulties during this exercise were reflective of 
my fears about finding my voice after qualifying. Along with the rest of my cohort, I 
have worked hard to come this far in my career and part of the struggle has been 
discovering what I, as an individual, bring to my elinieal work. Having identified my 
personal style and values, I suppose there is a part of me that worries about how easy 
it will be to carry them into the profession. Will they be welcomed in my new role or 
will I have to conform to some pre-existing expectations?
I think that in addressing the PEL exercise I initially felt a need to assert myself as a 
strong and assured person. However, by assuming that my status as a third year would 
be enough to achieve this, I allowed my eonfidenee to be shaken when my ideas were 
challenged. It was only when I put forward a suggestion that incorporated the views 
of others that I felt a sense of progress and I was able to feel comfortable within the 
group. Tajfel (1982) suggests that only when social identity is more salient than 
personal identity can group behaviour occur. That is, one must position themselves as 
working cohesively with others rather than in isolation in order for goals to be 
achieved. I believe that this is clinically relevant as it highlights the importance of 
identifying oneself as belonging to a group, be it the NHS, a particular team or even a 
therapeutic relationship, in order to be an effective clinician. In the words of John 
Donne (1999), “No man is an island”.
Final Reflections
The PEL exercise has allowed another opportunity to reflect upon my position within 
a group and how this might relate to elinieal practice. I have learned fi-om my personal 
journey as well as that of the group, as outlined above. In addition, the content of this 
particular task has been highly relevant in terms of opening my eyes to contemporary 
professional issues. I shall take forward what I have learned and enjoy developing it 
further when preparing for job applications in months to come. Finally, the PEL 
exercise has allowed me to foster new friendships and to appreciate the contributions 
of others, regardless of status or prior experience.
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‘Case Discussion Group Process Account One'
Summary
September 2008 
Year One
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This account sought to outline the process of formation and development of the CDG 
in year one of training. It paid particular focus to a) the author’s role within the group, 
b) the changing dynamics over the course of the year, and e) implications for clinical 
practice.
The account begins by describing the author’s struggle between desiring guidance 
from the group facilitator and feeling pressured to contribute meaningfully to the 
CDG herself. These reflections allowed consideration of group roles, including 
leadership. The author describes the impact of bringing a ease to the group, several 
months into training. The support she received from fellow members allowed her to 
reconsider the need for individuals to have a sole role within the group. Instead, she 
found the roles to be reciprocal: one could lead and be led simultaneously. The more 
the gave to the group, the more she realised she stood to gain and the more the process 
became centred around collaboration.
The account goes on to highlight the ways in which the group became more confident, 
and therefore more productive over the course of the year. They began to facilitate 
their own sessions more and more, and felt that participation was a choice rather than 
an expectation.
The author concluded the process account by reflecting on its implications for 
practice. Speeifieally, she identified having learned a great deal about collaboration 
and the importance of sharing roles in therapy, rather than having only therapist or 
elient ‘leading’ sessions.
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‘Case Discussion Group Process Account Two '
Summary
July 2009 
Year Two
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This process account attempted to address the changes that occurred during the 
second year of training. These included the introduction of a new facilitator, and a 
shift in intra-group relations. The author sought to reflect on her feelings throughout 
the process, and the ways in which the experience was relevant to clinical practice.
The account begins by describing the introduction of the new facilitator. This person 
happened to be someone who the author had worked with closely in elinieal practice 
and she therefore had mixed feelings about their joining the group. She was confident 
that the facilitator could bring a great deal to the group, but was eoneemed about how 
comfortable she would feel speaking about personal matters with someone who she 
continued to work with professionally.
In the second part of the account, the author outlines a disagreement that had occurred 
between a close friend and a few of the CDG members in the context of the wider 
cohort. Though not directly involved in this, the author felt angry and upset on behalf 
of her peer. She reflects upon having felt silenced by the changes within the group and 
her perception of it becoming an ‘unsafe’ space.
The remainder of the account describes the author’s stmggle between managing 
difficult emotions, whilst maintaining professionalism. She concludes by linking it to 
elinieal practice, where at times one must retain a professional demeanour in spite of 
personal grievances. Strategies for managing such situations are discussed.
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OVERVIEW OF CLRIICAL PLACEMENTS
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Adult Mental Health Placement (September 2007 -  September 2008):
I was based at a Community Mental Health Team (CMHT) for working age adults 
(18-65 years old). I regularly assessed people who presented with a range of 
difficulties, including anxiety, depression, psychosis, anorexia nervosa and diagnoses 
of personality disorders. I provided both individual and group interventions.
I primarily formulated and intervened using a cognitive-behavioural framework. 
However, I often incorporated recovery-oriented and solution-focussed ideas. In 
addition, I developed an interest in Acceptance and Commitment Therapy (ACT) and 
used this model to work with a man with panic disorder, for whom traditional GET 
had been unsuccessful.
I co-facilitated two groups. One was a cognitive-behavioural group for people with 
anxiety and depression. The other was a recovery-focussed group, which helped 
clients to develop individually-tailored relapse prevention packages.
Children and Young People Placement (October 2008 -  March 2009):
The placement was based in a Child and Adolescent Mental Health Service 
(CAMHS) and catered for individuals aged between 0-17 years old. As well as 
working individually with clients, I conducted indirect work with schools, families 
and other professionals. In doing so, I developed a systemic understanding of multi­
agency working.
I further developed the CET skills from my adult mental health placement by tailoring 
them to specific presentations. For example, I used Trauma-Focussed CET with a 17- 
year old girl who was experiencing symptoms of post traumatic stress disorder 
(PTSD). In addition, I incorporated narrative techniques of externalisation into CET 
for obsessive compulsive disorder (OCD) with a 13 year old girl.
My work involved psychometric assessment, school observations, systemic 
information gathering and taking in-depth developmental histories. I worked with a 
variety of diagnoses, including depression, anorexia nervosa, sleep difficulties, 
emetophobia (fear of vomit) and papyrophobia (fear of paper).
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People with Learning Disabilities Placement (April 2009 -  September 2009)
During this placement I was based at a Community Team for People with Learning 
Disabilities (CTPLD). I gained a variety of experiences, including referrals regarding 
challenging behaviour, dementia assessments and referrals for mental health 
difficulties. I worked with working adults (aged 18 or over) with learning disabilities 
as well as people with varying levels of adaptive and social functioning, those with 
Down’s syndrome and those on the autistic spectrum. I also provided training on 
Down’s syndrome and dementia to staff at a residential home for older people with 
learning disabilities.
I primarily used a cognitive behavioural framework for assessing, formulating and 
intervening. However, I incorporated systemic and recovery-oriented ideas into my 
work. In addition to working at the CTPLD, I conducted some group work with the 
National Autistic Society. Specifically, another trainee and I developed and delivered 
a group for people with Asperger’s syndrome who had experienced being bullied or 
being a bully.
Advanced Competencies Placement (October 2009 -  March 2010)
I elected to undertake my advanced competencies placement at a family therapy 
service for working age adults. In doing so, I was able to further develop my interest 
in systemic theories of psychotherapy and my competencies as a systemic 
practitioner.
I worked with a number of families, of whom one identified person had a mental 
health diagnosis and had initially been referred to the service. Presentations included 
depression, agoraphobia and diagnoses of personality disorder. I adopted a post-Milan 
approach to assessment and intervention and gained experience as both key therapist 
and reflecting team member.
In addition to the systemic family work I completed, I delivered a course of CBT to 
the husband of a client that was seen by another therapist. I also conducted two 
psychometric assessments and carried out a carer’s forum in order to gain feedback on 
satisfaction with the service.
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Older Adults Placement (April 2010 -  present)
This placement was based within an assessment and rehabilitation service for older 
adults (65 years and above). The setting was primarily medical in nature and so 
provided an opportunity to experience the application of psychological theory and 
practice in this wider context.
I worked with clients presenting with a wide range of difficulties, including fear of 
falling, claustrophobia in relation to Parkinson’s disease, tardive anorexia nervosa and 
bereavement issues. In addition, my supervisor had a specialist interest in REBT and 
so encouraged the use of this framework in therapy.
In addition to the therapeutic work completed, I undertook an audit of the use of a 
screening tool for anxiety and depression post-stroke in a specialist community team. 
I also presented on the use of Acceptance and Commitment Therapy with older adults 
at a Specialist Interest Group.
70
Volume I: Clinical Dossier
CLINICAL CASE REPORT SUMMARIES AND SUMMARY 
OF ORAL PRESENTATION OF CLINICAL ACTIVITY
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‘Cognitive behavioural therapy with an 18-year-old girl presenting with depression 
and anorexia (binge eating subtype) ”
Summary
February 2008 
Year One
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This case report described an 18-year-old girl (Britney Shaw) who had a history of 
depression, self-harming behaviours and two suicide attempts. In addition, she had a 
long-standing eating disorder and had recently been assessed by the local Eating 
Disorders Unit.
In order to establish a collaborative therapeutic endeavour, Britney was asked to 
produce a ‘problem list’ and to prioritise her difficulties in the order in which she felt 
they should be addressed. Britney identified her low mood as the first problem to be 
attended to, followed by her relationship with food and, lastly, self harm. 
Accordingly, the treatment plan aimed to initially use behavioural activation to 
address Britney’s low mood. In later sessions the author planned to use cognitive 
strategies to explore the underlying beliefs maintaining Britney’s negative beliefs 
about herself and her relationship with food. Britney hypothesised that if her 
depression and anorexia were to improve she would no longer want to self-harm. 
Thus, no formal intervention was planned to address this problem.
Outcome was measured both qualitatively and quantitatively. Britney reported that 
she felt more able to notice her thoughts, and had confidence in her ability to 
challenge them. Levels of affect were measured using the BDI-II and BAI upon 
assessment, at the 6-session review and upon discharge. Though her anxiety levels 
remained in the ‘moderate’ category, her scores decreased by 5 points over the course 
of therapy. Scores on the BDI-II dropped from 51/63 (‘severe’ category) upon 
assessment to 14/63 (low end of ‘mild’ category) at discharge.
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“Acceptance and commitment therapy with a 30-year-old man presenting with 
generalised anxiety and panic disorder”
Summary
September 2008 
Year One
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This case report outlined work carried out with a 30-year-old man (Brian Walsh) who 
reported feeling anxious in social situations and was experiencing panic symptoms 
each time he left his house.
Brian’s difficulties were initially formulated using a cognitive-behavioural 
framework. From this, an intervention plan was formed, which incorporated 
behavioural experiments to examine Brian’s use of safety behaviours. It was 
hypothesised that gradual exposure to anxiety-provoking situations coupled with 
decreased use of safety behaviours would allow Brian to test his beliefs that 
something bad would happen in social situations. Once he was able to challenge his 
underlying beliefs, it was hoped that Brian’s anxious symptoms would subside.
By the twelve-week-review session, Brian’s symptoms had not improved, despite his 
adherence to treatment. His difficulties were therefore reformulated using the 
Acceptance and Commitment Therapy (ACT) model and a new treatment plan 
devised. The aim of therapy shifted from a focus on reducing symptoms of anxiety to 
enabling Brian to live a full and valued life in spite of his difficulties.
When the author and Brian first met, he reported that his anxiety was acting as a 
barrier for him achieving his goals in terms of work and education and even everyday 
activities such as shopping on his own. At the end of the ACT treatment, although 
Brian’s anxiety was still a difficult presence, he had started and maintained voluntary 
employment, enlisted on a new college course and increased his social activities in his 
free time.
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‘Integrative therapy with a 13-year-old girl presenting with obsessive compulsive
disorder”
Summary
April 2009 
Year Two
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Sasha Valentine, a 13-year-old girl, was referred for psychological therapy by her care 
co-ordinator in CAMHS. She had been displaying symptoms of obsessive compulsive 
disorder (OCD) and there were particular concerns that she was arriving late to school 
and on some days did not attend at all.
Sasha’s difficulties were initially formulated using a cognitive behavioural 
framework, which informed the subsequent intervention. Psychoeducation was 
employed to help Sasha and her mother understand OCD as a neurobehavioural 
disorder and to relieve Sasha’ guilt and sense of responsibility. Sasha’s own hierarchy 
of cues and subsequent OCD symptoms were then ‘mapped’. Finally, Exposure and 
response prevention was implemented to gradually expose Sasha to anxiety- 
provoking situations in which she could use cognitive behavioural strategies to “boss 
OCD back” and refrain from engaging in compulsive behaviours.
Systemic and narrative ideas were incorporated into the intervention in order to 
incorporate the views and needs of the wider network, including Sasha’s family and 
school. Additionally, externalisation was used to increase Sasha’s capacity to ‘fight’ 
the OCD entity.
Outcome was measured both qualitatively and quantitatively. Sasha reported a greater 
sense of control over her OCD by the end of therapy and was eventually able to leave 
the house without doing any of the behaviours originally listed. Moreover, Sasha’s 
school were satisfied with her level of attendance. The CY-BOCS was used to 
measure progress pre- and post-therapy and Sasha’s scores fell from 22 (moderate) to 
11 (mild), respectively.
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‘Oral Presentation o f Clinical Activity'
Summary
September 2009 
Year Three
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The oral presentation of clinical activity sought to outline a consultative piece of work 
completed by the author while on placement in a community team for people with 
learning disabilities. In addition, it allowed her to reflect upon her personal and 
professional development throughout the first two years of clinical training.
The example of clinical activity that was prevented was a piece of training that was 
provided to staff at a residential setting for older people with learning disabilities. The 
team had approached psychological services for advice about working with one of 
their residents (Rachel), who had Down’s syndrome and suspected dementia. The 
staff, though extremely helpful and supportive, were concerned that they did not have 
the required knowledge to support individuals with dementia. In particular, they 
thought it would be beneficial to develop strategies for aiding communication and 
providing stimulating activities for Rachel. The staff team had received dementia 
training in the past but felt that it was very theoretical and had been more specific to 
the older persons population rather than to people with learning disabilities. It was 
therefore requested that the psychology team provide further training for staff, with 
focus on dementia in people with Down’s syndrome.
During the presentation of clinical activity, the author provided the rationale for the 
style of training that was eventually provided, which drew not only on relevant 
literature, but her own development as a practitioner. A short video extract from the 
training was presented, in order to demonstrate the ways in which the author sought to 
bring her ‘self into the process and respond directly to the needs of the staff.
The presentation concluded with feedback from staff about the content and style of 
the training that was delivered, and the potential implications for Rachel’s care. In 
addition, the author used the Conscious Competence Learning Model to reflect upon 
and highlight her experience.
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‘Neuropsychological assessment o f a seventy-five year old woman 
with short-term memory difficulties^^
Summary
April 2010 
Year Three
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Jane Greengrass (White British, 75 years old) was referred to specialist psychological 
services following a recent development of short-term memory difficulties. The 
referrer hypothesised that Jane’s presentation may be accounted for by low mood 
rather than a neurodegenerative problem, but was keen for her to receive a 
neuropsychological assessment in order to gain some clarity on the matter. The 
following case report gives an account of that assessment, which was conducted by 
the author.
Jane described occasional difficulty in finishing her sentences, in particular finding 
the words to put across accurately what she wished to say. Jane informed me that 2-3 
years previously her husband Brian had suffered a stroke. Jane described having been 
“completely floored” by what had happened. She became more worried and tearful, as 
well as being rather pessimistic about the future. It was hypothesised that Jane’s 
profile would be consistent with a diagnosis of either early stage Alzheimer’s Disease 
or depression. She was assessed using tests of general intellect, visuo-spatial abilities, 
language, executive function, memory and mood.
Jane’s results showed little indication of an organic impairment. Her memory was 
good and the apparent slight decline in her intellectual abilities could readily be 
accounted for.
Jane’s overall presentation and scores on testing suggested that she was not clinically 
depressed at the time of assessment. However, at the point of referral to the Memory 
Clinic, she reported having been more worried and tearfiil. This appeared to have 
been reduced by her antidepressant medication.
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Research Log
1 Formulating and testing hypotheses and research questions /
2 Carrying out a structured literature search using information technology and literature 
search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues o f diversity, and 
structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questiormaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical analyses /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety o f contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed journals or edited book /
30 Applying research findings to clinical practice /
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‘At the moment we 're just sharing space, not sharing the experience Investigating 
division in a shared learning environment”
Qualitative Research Project Abstract
June 2008 
Year One
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Abstract of Qualitative Research Project
The study aimed to explore experiences of two professional groups within a shared 
learning environment. For the purposes of the study, the term ‘shared learning’ used 
to refer to a setting whereby clinical and counselling psychology trainees attended 
joint weekly research methods teaching.
Two focus groups were held, one with a sample of trainee clinical psychologists (n= 
6) and the other with a sample of trainee counselling psychologists (n=2). The focus 
groups were audio-taped and transcribed. Transcripts were analysed using 
Interpretative Phenomenological Analysis (IPA) and themes emerging were named to 
form categories. Categories were further distilled to inform seven superordinate 
themes that provided a rich account of trainees’ experiences within a shared learning 
environment. One theme, ‘Divisions’ was explored in detail. The results of the study 
suggested that the structure of the research methods course was not conducive to 
gaining knowledge about the other professional group.
The limitations of the study were considered and implications for theory and practice 
discussed.
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‘An investigation into and evaluation o f service user satisfaction in an Assertive
Outreach Team ”
Service Related Research Project
June 2008 
Year One
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Abstract
The study aimed to evaluate service user satisfaction and staff perceptions of 
satisfaction in an Assertive Outreach Team (AOT). Self-report likert-item 
questionnaires were used and analysed using descriptive statistics. No significant 
differences were found between actual and perceived satisfaction. Overall, service 
users demonstrated high levels of satisfaction with the AOT service.
Due to a low response rate from service users when collecting data, a focus group was 
organised with AOT staff to explore possible explanations and recommendations for 
increasing engagement. Data from the five participants were analysed qualitatively 
using thematic analysis. Four major themes emerged: The nature of the AOT service; 
the nature of the client group; means of acquiring feedback from service users, and 
purpose of feedback. The implications for the service and recommendations for 
further research were discussed.
87
Volume I: Research Dossier
Acknowledgements
I would like to thank my supervisors and the AOT staff members for their assistance 
in the design and implementation of this study. In addition, I would like to 
acknowledge and express my gratitude to all who took the time to participate.
Volume I: Research Dossier
Introduction
Background
Recent mental health policy has commanded the provision of assertive outreach teams 
(AOTs) in addition to existing community mental health teams (Department of 
Health, 1999a). The mandatory qualities of AOTs outlined in the Mental Health 
Policy Implementation Guide (Department of Health, 2001a) have been developed 
from the assertive community treatment (ACT) model developed in the USA. 
Utilisation of the ACT model has demonstrated a number of benefits for mental health 
services, including reduced hospital bed use (Stein & Test, 1980). The Sainsbury 
Centre for Mental Health (Sainsbury, 2001) has further outlined the characteristics of 
AOT’s, placing emphasis on improved and continuous engagement with services, 
developing therapeutic relationships and being flexible and creative about working 
with service users in the own environments (Whame, 2005).
The present study -  initial aims
The author of this study, a trainee clinical psychologist, was approached by a clinical 
psychologist and the manager of the AOT on her placement. A need was expressed 
for the service to be evaluated in regards to levels of satisfaction among service users.
In recent years, service user involvement in mental health settings has been 
highlighted as an area of great importance by government bodies (NHS Health 
Advisory Service, 1997; Department of Health, 1999a, 1999b, 2001b). In direct 
relation to AOTs, The Department of Health’s (2001a) Policy Implementation Guide 
states that “Regular audit of the service should be undertaken to ensure that gaps in 
service provision are filled. Audit should always include feedback from service 
users.” (p. 39).
The aim of the current project, therefore, was to design and distribute a self-report 
instrument with the objective of evaluating satisfaction among service users in the 
AOT. Barker et al. (2005) suggest that professionals’ views of the efficacy of the 
services they deliver should be taken into account alongside those of their clients. For 
this reason, two self-report measures were used: one which measured actual client
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satisfaction and one which focussed on staff perceptions of client satisfaction. The 
study aimed to investigate whether there were differences between actual and 
perceived satisfaction.
Revised aims
As the project progressed it became apparent that the response rate from service users 
was very low. As the Department of Health (2001a) had been explicit about the value 
of gaining service user feedback the researcher was interested to explore the reasons 
for such a poor response and possibilities for enhancing engagement in future service 
evaluation and audit. A focus group was therefore arranged for AOT staff members 
with the aim of highlighting the aforementioned issues.
Method
Participants
A caseload of 47 service users and all seven members of AOT staff were invited to 
complete the questionnaire. However, only 6 questionnaires were returned by service 
users and 5 from staff, resulting in a total sample of 11. As the questionnaires were 
completely anonymous, demographic information is not available.
Five members of AOT staff attended the focus group. Informed consent was gained 
from all participants prior to their involvement in the study.
Design
The study employed a quasi-experimental between-subjects design to evaluate staff 
perceptions and actual levels of client satisfaction in the AOT.
As the latter part of the study aimed to explore staff members’ experiences and beliefs 
around service user feedback a qualitative design was employed. Data collection took 
the form of a focus group rather than semi-structured interviews as it allowed 
participants to react to one another’s viewpoints and thus potentially elicit a deeper 
level of exploration (Barker et al., 2005).
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Measures
1. Self-report questionnaires of actual and perceived client satisfaction (Appendices A 
and B).
Questions were devised by members of the AOT at a team-building away day and 
developed into Likert items by the trainee clinical psychologist. Separate 
questionnaires were produced for staff and service users with the latter assessing 
individual satisfaction and the former assessing perceptions of client satisfaction. The 
scales aimed to measure client satisfaction across various domains outlined in the 
team’s operational policy (general care; managing symptoms; work/finance; 
hobbies/activities; overall satisfaction). Nineteen questions were presented, each of 
which employed a five point Likert scale from ‘Not at all’ (score 1) to ‘Very much’ 
(score 5).
The measure was developed in consultation with a clinical psychologist and feedback 
was gained from three former AOT service users prior to the distribution of the 
questionnaires. This provided a degree of content validity for the scale.
2. Focus group
An interview schedule was developed for the focus group to explore staff perceptions 
of the low response rate from clients (Appendix C). Questions and prompts were 
generated by the trainee clinical psychologist to address the realities of gaining 
feedback from AOT service users as recommended by the Department of Health 
(2001a). Content validity was established through consultation with the field and 
university supervisors.
Procedure
Client questionnaires were delivered to service users by members of the AOT staff in 
an envelope addressed to the researcher along with an explanatory letter (Appendix 
D), a participant information sheet (Appendix E) and consent form (Appendix F). 
Participants were initially encouraged to complete the questionnaires alone but were 
given the options of contacting the researcher or seeking assistance from their AOT
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worker. Similarly, participants had the option to return the questionnaire by post or to 
a member of the AOT staff.
Staff questionnaires were distributed onsite by the researcher along with similar 
documents to those provided to service users (Appendices G-I).
All members of AOT were invited to attend the focus group, which was facilitated by 
the trainee clinical psychologist.
Analysis and Results
Self report measures o f satisfaction
Due to the small sample size, the questionnaires were analysed using descriptive 
statistics. Modal scores were examined rather than medians or means due to the 
ordinal nature of the likert items (Mogey, 1999; see Table 1).
General
Care
Managing
Symptoms
Work and Finances Hobbies
Activities
and Overall
Satis­
faction
Question 1 2 3 4 5 6 7 8 9 1 1 1 1 1 1 1 1 18 19
Number 0 1 2 3 4 5 6 7
Staff 4 4 4 3 4 4 4 2 2 3 4 3 4 4 4 2 4 4 4
Scores
Client 5 5 5 5 5 3 5 1 1 5 3 3 1 2 1 3 3 3 5
Scores
Table 1. Modal scores for staff and clients on self-report questionnaire
Although limitations regarding the word count of this evaluation prevent a thorough 
analysis of modal scores, it is interesting to note that on 9/17 questions relating to 
satisfaction post-AOT (where a high score denotes high satisfaction) staff perceptions 
of satisfaction were higher than actual satisfaction reported by service users. On the 
two questions relating to client satisfaction pre-AOT (where a low score denotes high 
satisfaction) the scores provided by clients differed from those predicted by staff. The 
dominant area in which actual satisfaction was higher than that predicted by staff was
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‘general care’. In addition, overall satisfaction among service users was higher than 
staff perceptions of satisfaction.
Focus Group ;
The interview was recorded and transcribed and thematic analysis used to identify 
dominant themes in the data. Thematic analysis is a flexible and accessible method for 
drawing meaning from qualitative data, which allows the researcher to organize and
describe the patterns in their research (Braun & Clarke, 2006).
Analysis of the focus group transcript generated the following four themes:
> Nature of AOT service
> Nature of client group
> Means of acquiring feedback from service users
>  Purpose of feedback
Nature of AOT service
There was a general consensus that the nature of the service was an area that required 
some consideration when gathering service user feedback, with two subthemes 
emerging: priorities and transferable skills.
Team members expressed that the demands of everyday practice acted as a barrier to 
conducting a service evaluation:
“ there's other priorities fo r  the worker to do other than this questionnaire” (TMl, 
line 90)
Despite an awareness of the limitations of gathering feedback alongside routine 
practice, staff members were able to identify some transferable skills that might 
facilitate data collection:
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“in terms o f engagement and working with people it's getting their perspective and I  
suppose similarly with getting feedback it's about working out what is going to work 
fo r them as opposed to set ways o f doing things” (TM3, lines 700-703)
Nature of client group
In addition to concerns regarding the hectic nature of the service, team members 
reported difficulties that may arise due to the nature of the client group. Within this 
theme, two subthemes transpired: ability to engage and within group differences.
It was generally considered that the inherently low levels of engagement within the 
AOT caseload could limit opportunities to acquire formal feedback:
“I  think also we 're working with people that are reluctant to engage and engagement 
is crucial” (TM3, lines 232-233)
Another area for consideration was the varying degrees of wellbeing amongst clients. 
Team members felt that different methods of eliciting feedback would be suitable for 
different clients and that by employing one method only one runs the risk of 
excluding certain individuals:
“I  was thinking o f people who I  could invite today to the session we 're having and 
you 're thinking o f those who use drink and drugs and there's no way we can invite 
them in and include them so they're being excluded and perhaps they're the people 
we most need to have feedback from because they're some o f our clients that are most 
in need and vulnerable ” (TM5, lines 521-525).
Means of acquiring feedback from service users
Members of the AOT staff had lots of ideas regarding the types of research design 
that might facilitate better levels of engagement and response from service users. In 
addition, team members felt that they were already receiving feedback from their 
clients, but due to its informal delivery it was difficult to demonstrate.
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“You could do it in a group... where you could have a series o f questions thrown out 
to people” (TM3, lines 643-645)
“Often people feel quite intimidated by paperwork... either that it’s something that 
they’re not good at anyway or i t’s just like a lot o f  us, ‘Oh, I  don’t know i f  I  can be 
bothered’” (TM2, lines 80-83)
“I  think a lot o f our feedback from our clients is quite often verbal and things that we 
get from them don’t really end up written down ” (TM4, lines 314-315)
One team member described a rehabilitation service he had worked in where service 
users were asked about their expectations and experiences as part of the assessment 
procedure. He felt that this method of information gathering prevented staff from 
feeling overworked:
“It was part o f the process built in and it was part o f the assessment process so it 
wasn ’t an extra” (TM4, lines 144-145)
Purpose of feedback
The purpose and meaning of acquiring service user feedback was discussed at great 
length by the team members, with three subthemes emerging: different perspectives, 
service improvement and the risk of being tokenistic.
It was felt that service user feedback could allow professionals to assess their practice 
from a n ‘outsider’ point of view:
“Often we have the old professional head on and you might miss things that fo r  the 
client are important that in the busyness o f our perspective you don’t see whereas 
there may just be something simple that we can do differently or do better or not do 
that would make a huge difference” (TM5, lines 205-208)
Staff also discussed the importance of service user feedback in terms of allowing 
greater insight into potential areas for service improvement:
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“I  think we need to know fo r the future... where our team is actually going and what 
we need to provide good quality care for the people we look after” (TM4, lines 240- 
242)
Despite generally regarding service user feedback as an important and positive 
endeavour, concerns were voiced that in reality it may be a rather tokenistic exercise:
“The thing that goes through my head is that this has been said to get feedback from  
our clients and there is feedback regarding data and information all over the show 
but it doesn’t make any difference to the service we give our clients” (TMl, lines 284- 
287)
Discussion
The study initially aimed to evaluate levels of satisfaction amongst service users in 
the AOT and compare this with staff perceptions of satisfaction. Due to the small 
sample size acquired it was not possible to draw any meaningful conclusions. 
However, as alluded to in the results section, actual and perceived satisfaction did 
differ to some degree. Overall, clients appeared to be satisfied with the service.
The qualitative aspect of the evaluation aimed to explore possible reasons for the low 
response rate and elicit recommendations for conducting meaningful research in the 
future. Several themes emerged fi*om the focus group, with emphasis on consideration 
of the difficulties associated with the service and client group, and a need to take a 
flexible and creative approach to gathering feedback. The Department of Health’s 
Policy Implementation Guide (2001a) explicitly states that in order to engage with 
clients, interventions provided by the AOT should be “tenacious, creative and 
innovative”. However, no guidance is given on the approach that should be 
undertaken when evaluating the service and the data from the focus group indicates 
that this needs to be considered.
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Limitations
There were a number of limitations regarding the design of the evaluation of 
satisfaction. Firstly, though a useful instrument for gathering self-report data, the use 
of a likert-style survey meant that the design was posttest-only and therefore 
vulnerable to many internal validity threats (Seligman, 1995).
The small sample size meant that the data was underpowered and difficult to 
generalise to the population as a whole. Furthermore, the results were vulnerable to 
self-selecting biases as the participants that returned the questionnaire may have been 
the most satisfied and/or highest functioning clients. If this was the case then the 
external validity would have been compromised (Field & Hole, 2003).
Though the use of a focus group allowed participant to share and develop their 
opinions, the disadvantages of using such a method include various group dynamics 
such as pressure to conform and an overemphasis on the opinions of more vociferous 
and/or high-status members (Barker et al., 2005).
Service implications and recommendations
The main findings of the study highlighted the need to adopt the same flexible and 
creative approach to gathering feedback as one would use when providing an 
intervention within an AOT. On the basis of this, the author identified three key 
recommendations which will be fed back to the service.
1. Staff members identified the barriers to gathering feedback alongside 
conducting everyday clinical practice. It was felt that formal data 
collection was low on team members’ list of priorities and was seen an ‘an 
extra’. One solution to this would be to include service user feedback in 
routine procedures such as gauging expectations at the initial assessment 
and satisfaction as part of the Care Plan Approach (CPA).
2. As well as alluding to the generally ‘difficult to engage’ nature of the 
client group, team members felt that there were large within-group 
differences among their caseload. It therefore seems important that a range 
of methods are used in order to reduce the risk of excluding particular 
client-types. For example, a focus group may be useful in acquiring a rich
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dataset from those clients who are willing and able to engage in such a 
process. For those who do not wish to engage in any formal evaluations it 
may be enough for team members to document informal verbal feedback 
on a regular basis (e.g. “On date-X client-Y remarked how useful she 
found the AOT input when accessing voluntary work”).
3. Finally, it seems essential to reiterate the importance of AOT staff using 
transferable skills from intervention to evaluation. This could involve 
flexibility around where and when research is conducted or using a degree 
of creativity in order to better engage with the client group.
Overall the study has emphasised the difficulties associated with gaining feedback 
from such a specialist client group. As such, there is a need to approach this task with 
tenacity, creativity and a willingness to adapt to the varying presentations of the 
clients.
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Appendix A: Client Questionnaire
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Assertive Outreach Team 
Service User Feedback Form
Please rate below the extent to which you have benefited from the care you have 
received from the Assertive Outreach Team (A.O.T.)
Please complete the form as truthfully as you can as the information you provide may 
help to make the service even better in the future.
Please circle on the following questions the number on the scale of 1 -  5 that best 
corresponds with your thoughts about your experiences with the A.O.T.
1-----------------------2-----------------------3------   4----------------------- 5
Not At All Somewhat Very Much
General Care
1. To what degree do you feel that you are seen often enough by a member 
of the A.O.T. to meet your needs?
2. To what degree do you feel that you are seen often enough if your 
needs change?
3. To what degree do you feel that the A.O.T. have been with you through 
bad or difficult times?
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4. To what degree do you feel that the A.O.T. have been with you through 
good times?
Help With Your Problems
1. How much are you able to explore your experiences with your A.O.T. 
worker?
2. To what degree have you learned new ways of coping since the A.O.T. 
became involved in your care?
3. How much more supported do you feel when things get difficult since 
the A.O.T became involved?
Work/Finances
1. How much has the A.O.T. helped you to access paid work?
1--------------------- 2----------------------3--------------------- 4-------------------
2. How much has the A.O.T. helped you to access voluntary work?
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3. How much does the A.O.T. manage your finances?
4. If the A.O.T. has helped to manage your finances, how helpful has this 
been?
5. How much has the A.O.T. helped you manage your bills?
6. How much do you worry about money?
7. To what degree was money a worry before the A.O.T. became involved?
8. How much has the A.O.T. helped you manage your debts?
Hobbies and Activities
1. How happy did you feel about the number of activities you did each 
week before the A.O.T. were invoived in your care?
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2. How much have the A.O.T. helped you to do more activities that you 
enjoy?
3. How much has the A.O.T helped you to feel less isolated?
1--------------------- 2----------------------3--------------------- 4-----------
Overall Satisfaction
1. How satisfied are you with the A.O.T. service overall?
2. Is there anything you think the A.O.T. could help you with that they are 
not already doing? If so, what?
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3. Any additional comments?
Thank you for taking the time to complete this questionnaire.
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Appendix B: Staff Questionnaire
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Assertive Outreach Team 
Staff Feedback Form
Please rate below the extent to which clients have benefited from the care they have 
received from the Assertive Outreach Team (A.O.T.)
Please complete the form as truthfully as you can as the information you provide may 
help to make the service even better in the future.
Please circle on the following questions the number on the scale of 1 -  5 that best 
corresponds with your thoughts about clients’ experiences with the A.O.T.
1-----------------------2-----------------------3-----------------------4----------------------- 5
Not At All Somewhat Very Much
General Care
5. To what degree do you feel that clients are seen often enough by a 
member of the A.O.T. to meet their needs?
6. To what degree do you feei that clients are seen often enough if their 
needs change?
7. To what degree do you feel that the A.O.T. sees clients through bad or 
difficult times?
8. To what degree do you feel that the A.O.T. sees clients through good 
times?
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Help With Clients ’ Problems
4. In your opinion, how much are clients able to explore their experiences 
with their A.O.T. worker?
5. To what degree do you think ciients learn new ways of coping when the 
A.O.T. become invoived in their care?
6. In your opinion, how much more supported do clients feel when things 
get difficult once the A.O.T have become involved?
Work/Finances
9. In general, how much does the A.O.T. help clients to access paid work?
10. In general, how much does the A.O.T. help clients to access voluntary 
work?
11. How much does the A.O.T. manage its ciients’ finances?
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12. How helpful do you think clients have found it when the A.O.T. has 
helped to manage their finances?
13. Generaliy speaking, how much does the A.O.T. help clients to manage 
their bills?
14. In general, how much do you think A.O.T. clients worry about money?
15. Generally speaking, to what degree do you think money is a worry for 
clients before the A.O.T. becomes involved?
16. In general, how much does the A.O.T. help clients to manage their 
debts?
Hobbies and Activities
4. In general, how happy do you think clients are about the number of 
activities they do each week before the A.O.T. becomes invoived in their 
care?
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5. How much do you feel that the A.O.T. helps clients to do more activities 
that they enjoy?
6. How much would you say that the A.O.T helps clients to feel less 
isolated?
Overall Satisfaction
4. Generally speaking, how satisfied do you think clients are with the 
A.O.T. service overall?
5. Is there anything you think the A.O.T. couid provide that would increase 
client satisfaction? If so, what?
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6. Any additional comments?
Thank you for taking the time to complete this questionnaire.
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Appendix C: Interview Schedule
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Interview schedule
Firstly I’d like to welcome you to this focus group discussion and thank you for 
agreeing to participate in the study. As some of you probably know, I have been 
investigating levels of satisfaction amongst service users in the AOT. In order to do 
this, a questionnaire was designed and distributed to people on the current case load.
Unfortunately, the number of forms that have been returned has been quite low. As 
the Department of Health’s Policy Implementation Guideline explicitly states the 
importance of service user feedback, the purpose of this focus group is to discuss your 
thoughts on how best this could be achieved.
Please remember that there are no right or wrong answers. I am just interested to find 
out about your own thoughts and opinions. I will be recording the session so as to 
ensure that I don’t miss any of your comments. However, only I will be listening to 
the recording and no names will be used when I come to write the study up.
I have developed some ground rules in order to ensure people feel safe when sharing 
their opinions.
1) One person shares at a time
2) What is said during the session is confidential
3) Feel free to respectfully challenge others
Is there anything else you’d like to add?
A- To begin with, could you share some of your past experiences of gaining 
feedback from service users (if any)?
o Prompts -  other services, outcome measures
Ik Why (if it all) do you think it is important to gain service user feedback when 
evaluating the AOT?
o Prompts -  pros and cons
'k  What do you think are the main aspects of people’s experiences that should be 
focussed on when gaining feedback?
o Prompts -  Useful/not useful.. .why/why not?
k  The current study was interested in investigating levels of satisfaction amongst 
service users. In the context of the AOT, what do you think is meant by the 
word ‘satisfaction’?
k  What factors do you think contributed to the low response rate in this study?
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o Prompts -  Design of study? Nature of client group?
k  What do you think might facilitate better levels of engagement from service 
users when gathering feedback in the future? 
o Prompts -  Can you give examples of this?
k  The Department of Health advocates that in order to engage with clients, 
interventions provided by the AOT should be “tenacious, creative and 
innovative”. However, very little guidance is given on the sort of approach 
that should be taken when gaining feedback. Can you think of any skills you 
use in your everyday work with clients that could be transferable to evaluating 
outcome?
o Prompts - How do you engage with clients? Examples? Could this be 
adapted for use in service evaluation?
Thank you for taking part in this discussion and for sharing your thoughts and 
comments. I will be feeding back the results of the study later in the summer so if you 
would like to be present for that then please don’t hesitate to contact me.
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Appendix D: Letter to Clients
116
Volume I: Research Dossier
Dear Sir/Madam,
My name is XXXX and I am a trainee clinical psychologist. I am currently 
running a study to investigate clients' perceptions of the Assertive Outreach 
Team.
As you have received treatment and support from the Assertive Outreach 
Team, I would appreciate it if you could fill out the attached questionnaire and 
consent form. Further information about the study can be found on the 
enclosed Participant Information Sheet.
When you have completed these questionnaire and consent form, please 
return them to a member of the Assertive Outreach Team in the envelope 
provided or to me in the post.
If you have any questions please do not hesitate to contact me using the 
details provided above.
Yours sincerely,
XXXX
Trainee Clinical Psychologist
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Appendix E: Client Participant Information Sheet
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PARTICIPANT INFORMATION SHEET
How can we improve services for people with enduring mental health difficulties?
A study into the effectiveness of the Assertive Outreach Team
Why this study? The aim is to find out from people who have used this service, 
what they have found helpful and/or unhelpful, and how they would like to see 
services improved.
Why me? Everyone who currently receives care from the Assertive Outreach Team 
is invited to participate in this study.
Do I have to take part? No, but would be very grateful if you fill out the attached 
questionnaire group. If you decide to participate your details will be kept confidential 
and you are free to withdraw at any time without needing to give a reason. This will 
not affect the care or treatment you receive in any way.
What will happen? A member of the Assertive Outreach Team will give you a copy 
of the questionnaire and an envelope addressed to ZZZZ. When you have finished 
filling it out, you can either give it back to the Assertive Outreach Team member in 
the envelope, or you can send it in the post (you will need to supply a stamp for this). 
If you have any problems filling out the form or want to ask any questions you can 
contact XXXX on the number or email address provided above.
What will happen to the results of the research study? The findings will be 
presented to the Clinical Psychology department at the University of Surrey, the 
Assertive Outreach Team and a selection of chartered psychologists in the locality in 
order to help inform decisions about how to improve local service provision. No 
individual will be identifiable in any report or publication resulting from this study, and 
all information will be kept strictly confidential.
Who Is organising the research? This study is organised by XXXX, a trainee 
clinical psychologist and is supervised by YYYY, consultant clinical psychologist. 
Both are based at ZZZZ.
Further Information You are welcome to contact XXXX or a member of the Assertive 
Outreach Team if you would like more information about the study.
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Appendix F: Client Consent Form
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CONSENT FORM
How can we improve services for people with enduring mental health difficulties? 
A study into the effectiveness of the Assertive Outreach Team
Name of Researcher: XXXX
1. I have read and understand the participant information sheet and have had 
the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to withdraw 
at any time, without needing to give any reason, and that this will have no 
effect on my treatment.
3. I understand that all personal data will be held and processed in the strictest 
confidence, and that I will remain anonymous in any report of the findings.
4. I agree to take part in the above study.
NAME:
SIGNATURE:
DATE:
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Appendix G: Letter to Staff
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Dear Team Member,
My name is XXXX and I am a trainee clinical psychologist. As you may be 
aware, I am currently running a study to investigate clients' experiences of the 
Assertive Outreach Team. In addition, I am also interested in staff perceptions 
of client satisfaction.
I would appreciate it if you could fill out the attached questionnaire and 
consent form. This should take between 5-10 minutes of your time. Further 
information can be found on the enclosed Participant Information Sheet.
When you have completed the questionnaire and consent form, please return 
them to me in person or place them in my hanging file in the admin office.
If you have any questions please do not hesitate to contact me using the 
details provided above.
Yours sincerely.
XXXX
Trainee Clinical Psychologist
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Appendix H: Staff Participant Information Sheet
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PARTICIPANT INFORMATION SHEET
How can we improve services for people with enduring mental health
difficulties?
A study into the effectiveness of the Assertive Outreach Team
Why this study? The aim is to find out from people who have used this 
service, what they have found helpful and/or unhelpful, and how they would 
like to see services improved. The study will also investigate staff perceptions 
of client satisfaction.
Why me? All members of the Assertive Outreach Team are invited to 
participate in this study.
Do I have to take part? No, but I would be very grateful if you could fill out 
the attached questionnaire. If you decide to participate your details will be 
kept confidential and you are free to withdraw at any time without needing to 
give a reason.
What will happen? All you need to do is simply complete the attached 
questionnaire and consent form and return them to XXXX either in person or 
using her hanging file in the admin office.
What will happen to the results of the research study? The findings will be 
presented to the Clinical Psychology department at the University of Surrey, 
the Assertive Outreach Team and a selection of chartered psychologists in 
the locality in order to help inform decisions about how to improve local 
service provision. No individual will be identifiable in any report or publication 
resulting from this study, and all information will be kept strictly confidential.
Who Is organising the research? This study is organised by XXXX, a 
trainee clinical psychologist and is supervised by YYYY, consultant clinical 
psychologist. Both are based at ZZZZ.
Further Information You are welcome to contact XXXX on the above contact 
details if you would like more information about the study.
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Appendix I: Staff Consent Form
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CONSENT FORM
How can we improve services for people with enduring mental health difficulties? 
A study into the effectiveness of the Assertive Outreach Team
Name of Researcher: XXXX
1. I have read and understand the participant information sheet and have had 
the opportunity to ask questions.
2. I understand that my participation is voluntary and that I am free to withdraw 
at any time, without needing to give any reason.
3. I understand that all personal data will be held and processed in the strictest 
confidence, and that I will remain anonymous in any report of the findings.
4. I agree to take part in the above study.
NAME:
SIGNATURE:
DATE:
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Appendix J: Extract from Focus Group Transcript
Due to the limitations of the word count, the following is an extract from the 
focus group transcript. A full copy is available on request.
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Interviewer (I): Firstly I’d like to weleome you to this foeus group diseussion and 
thank you for agreeing to partieipate in the study as some of you probably know I 
have been investigating levels of satisfaetion amongst service users in the AOT in 
order to do this a questionnaire was designed and distributed to people on the current 
case load unfortunately the number of forms that have been returned has been quite 
low as the Department of Health’s Policy Implementation Guideline explicitly states 
the importance of service user feedback the purpose of this foeus group is to discuss 
your thoughts on how best this could be achieved please remember that there are no 
right or wrong answers I am just interested to find out about your own thoughts and 
opinions I will be recording the session so as to ensure that I don’t miss any of your 
comments however only I will be listening to the recording and no names will be used 
when I come to write the study up I have developed some ground rules in order to 
ensure people feel safe when sharing their opinions one person shares at a time what is 
said during the session is confidential feel free to respectfully challenge others is there 
anything else you’d like to add
Team Member (TM) 1: When will this finish
I: Um well that will kind of really largely depend on the answers you give I realise 
that this is
TMl: I’ve got a client at half past ten
I: Ok yeah if you need to leave by all means just kind of slip out and that’s fine um 
there’s about sort of six or seven questions to get through and I suppose however 
much response we get will determine how long it takes um I understand that I’m kind 
of cutting into your meeting um and that some of you might need to get away but at 
the same time obviously the more information you can give me the better in terms of 
the study and what I can feed back to you ok so does anybody have any other 
questions or anything they’d like to say before we start
TM2: Is it possible to have a copy of the questionnaire or is that not relevant
I: The questionnaire that went to the service users yeah I think you should probably 
have
TM3: Do you want one to look at now
TM2: No I meant just to look at would that be
I: oh right yeah absolutely if you’ve got some there then by all means
TM3: Anyone else want one
TM2: Thanks
TM4:1 would like to cause there were couple of things that came up 
TM3: Are we looking at the questionnaires as part of this
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I: Uh yeah you can do it will be a bit about sort of the actual design of the study and 
more broadly about just getting feedback in general
TM3: Anybody else no you’ve got one
I: Ok so any other questions ok then so um the first question just to begin with um I 
was just wondering if you could you share some of your past experiences of gaining 
feedback from service users you know any past experiences you might have in gaining 
feedback
TM5: With the chaotic lifestyle of our clients giving feedback is way down on their 
priorities so I’ve always found that it’s a struggle to get service users from our group 
to do
TM3:1 don’t think we’ve done anything formal before so feedback would probably be 
verbal
I: Ok
TM5: I’ve had a few of them that have received those general national health surveys 
through the post or random ones from within the trust that they’ve brought to my 
attention but they have found it quite stressful to feed back a lot of times because it’s 
assuming they have a mental health problem and obviously with some of our clients 
they um argue their diagnosis and say that whole receiving a questionnaire puts them 
in a conflict in their heads to start with let alone filling it in
I: Sure
TM2:1 think too that if you can um be alongside them a little bit not in not in filling it 
in necessarily but sort of if you can give it to them my experience of the past is and 
then um encourage them to do it then it isn’t it doesn’t always work like that and often 
people feel quite intimidated by paperwork um either that it it’s something that they’re 
not good at anyway or it’s just like a lot of us oh I don’t know if I can be bothered
I: Sure
TMl : On the same note just to reinforce what my colleague’s just said is that you have 
to be quite timely with it there’s no with this clientele group if you post it to them the 
chances are they’re not going to do it the other thing about it is for the actual worker is 
that there’s other priorities for the worker to do other than this questionnaire
I: Of course
TMl: So the way the model of this could have been is that somebody who wanted to 
do the questionnaire was actually coming out with the worker to actually specifically 
do that and to be timely to actually do that
TM5: That’s a good idea
130
Volume I: Research Dossier
TMl: Because that’s the way to actually do it because for the worker because of the 
nature of the clients they are chaotic or they wouldn’t be with us so therefore the 
worker is doing a hundred and one other things for the worker and the client the 
questionnaire is down the line
I: Sure ok
TM5: They maybe were more worried about whether you can get them a flat for next 
week and that’s more
TMl: Yeah
TM4:1 found with one client I did it with when I started off um she said oh this is too 
much so I left it but by the time I went to do some when she was ready she was not 
well enough to actually proceed with the rest of it so it all came out really fragmented 
so she got frustrated cause within that short period of time her mental health had 
fluctuated and she found it impossible
TMl : That’s right it’s like capturing the moment and you you know when you capture 
the moment you know that that’s the time to actually do it but you’ve also got other 
things to do the client’s got other things to do this is not a priority
I: So it sounds as though kind of what you’re saying particularly with this client group 
is that maybe like paperwork or a questionnaire form isn’t necessarily that helpful for 
the client group or for the worker who has an awful lot of other things to be doing I 
mean is that something that you all would agree with
TMl: Yeah
TM5: Yeah
TM3: Yeah
I: Ok and I was just wondering I mean you know as I say that’s very much with this 
client group do any of you have any experience of kind of service user feedback with 
any other client groups you might have worked with
TMl: Yes part of the actual service was actually part of the service when I worked 
with people who had drink problems so part of the service would be you know 
baseline your expectation when you actually start the service six months then it was 
part of the actual process build in
I: Yeah
TMl: Yeah it was part of the process built in and also it was part of the assessment 
process so it wasn’t an extra
I: Yeah
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TMl: You know this again is an important extra but it always appears to me that we 
duplicate things all over the shop
I: So um just to clarify that experience you had was um was where you said it was sort 
of baseline and then measured again later was that a questionnaire or was it more like 
a sort of informal interview
TMl: Well it was a questionnaire but it was if you think about the model and the 
people that were coming into the service they wanted to go into the service so you had 
that motivation at the beginning of the person to go through or jump through these 
hoops
I: So it was almost more for them 
TMl: Yeah
I: Or sort of equally for them
TMl: Going back to this service the majority some of these people in our service 
don’t want to be here
I: Yeah
TM4: Yeah
I: Ok does anybody else have any prior experiences they want to share
TM2: I just think having worked in CMHTs which I think most of us have that 
probably the feedback is quite low the percentage is usually quite low and it is 
difficult because obviously um there are things when it’s um talking about your own 
service you can’t be too involved in helping with the filling in of the questionnaires 
and I have found that in the past as well
I: Yep
TMl : Yeah what do you think of your CPA or your care eo-ordinator you’re it 
(laughter)
TMl : I hate you I love you
I: (laughs) Yeah it’s quite difficult to get you know without any biases as you say
TM4: Yeah and some of the service users have been with us for so long this particular 
lady I went to the other day she didn’t know whether to think back to the beginning or 
whether she’s thinking about more recently um she’ll say oh well back then it was 
really good but now it’s not so good you know
I: Yeah so to be a bit more clear about what you’re asking when looking for feedback
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Abstract
Objectives. Little is known about how Acceptanee and Commitment Therapy (ACT) 
facilitates change and this study aimed to establish clients’ perspectives of the 
mechanisms of change in ACT for anxiety and depression.
Method. Semi-structured interviews were conducted with eight clients. They had 
attended an eight-session ACT therapy group at a Community Mental Health Team 
(CMHT). All had diagnoses of enduring anxiety and/or depression. The interviews 
were transcribed and analysed using Interpretative Phenomenological Analysis (IPA).
Results. Analysis identified three master themes: ‘Processes of Change in ACT’, 
‘Aids and Hindrances to Change in ACT’ and ‘Non-Speeifies of Therapy’. 
Hypotheses about the possible interactions between the themes were considered (e.g. 
some of the moderating factors identified in ‘Aids and Hindrances... ’ may need to be 
present in order to maximise the likelihood of the ‘Processes of Change in ACT’ 
occurring).
Conclusions. This study highlights the complexity of the process of change and 
suggests specific (to the ACT model), moderating, and non-specific factors are 
responsible for facilitating change in ACT for anxiety and depression. The research 
was critiqued and implications for future practice and research were discussed.
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1. Introduction
1.1. Overview
In recent years, a ‘third wave’ of psychologieal therapies has been developed in both 
the cognitive and behavioural domains. The first two ‘waves’ of therapies attempted 
to address severe and enduring mental health difficulties by changing the content, 
frequency and/or duration of abnormal behaviour. Acceptance and Commitment 
Therapy (ACT; Hayes et a l, 1999), part of the third wave movement, aims not to alter 
the content of dysfunctional behaviour but to examine the context in which it occurs. 
Eifert and Forsyth (2005) propose that ACT has two key goals: 1) acceptanee of 
undesired thoughts and feelings whose prevalenee cannot be controlled, and 2) 
commitment and action toward behaving in a manner that is driven by what is 
personally meaningful and important to the individual.
There is a small but growing evidence-base for ACT in the literature from multi­
centre randomised eontrolled trials. ACT has been demonstrated as providing 
therapeutic benefits for people with a range of mental health diagnoses, including 
obsessive eompulsive disorder (Twohig et a l, 2006a); psychosis (Bach & Hayes, 
2002); social phobia (Block & Wulfert, 2000; Dalrymple & Herbert, 2007; Ossman et 
a l, 2006) and depression (Forman et al., 2007). However, there is a dearth of 
qualitative findings and thus little is known about how these benefits oeeur. This study 
aimed to contribute to the existing body of researeh by exploring individuals’ 
experiences and understanding of the change processes that occur during ACT and the 
mechanisms by which these are brought about.
1.2. Acceptance and Commitment Therapy
1.2.1. Acceptance and Commitment Therapy: Theoretical Background^
The behavioural and cognitive therapy movement is considered to have undergone 
three generations or ‘waves’, each of which may be defined as ‘a set or formulation of 
dominant assumptions, methods, and goals, some implicit, that help organise researeh, 
theory and practice’ (Hayes, 2004, p.640). The first wave was developed largely in
 ^The particular methodology employed in this study, Interpretative Phenomenological Analysis, is 
inductive in its approach and therefore draws on existing theory later on in the analytic process. For this 
reason, the author will provide a brief historical overview of ACT in the Introduction section and 
explore the model in more detail during the Discussion.
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response to existing analytic and humanistic approaches, whieh crities had come to 
view as lacking a scientific evidence base. Behaviour therapists sought to focus on the 
study of observable behaviour rather than on eonsciousness (Watson, 1913). In doing 
so they vowed to adhere to two basic principles: a) use our understanding of basic 
psychological processes to produee a scientifieally based analysis of behavioural 
health problems and their treatment, and b) design empirically validated and elearly 
specified interventions for these problems (Hayes et a l, 2006). Basic principles of 
classical/respondent conditioning (e.g. Wolpe, 1958) or operant eonditioning (e.g. 
Baer et al, 1968; Skinner, 1938) were employed to address and modify problematic 
behaviour.
This initial generation of behaviour therapy altered signifieantly with the introduction 
of cognitive strategies. Early methods of behaviour analysis and stimulus-response 
associationism had failed to aecount for the role of human language and thought 
processes and pioneers of the behavioural movement acknowledged that they needed 
to address cognitions and emotions in a more direct and focussed manner (Chomsky, 
1959). Rational Emotive Therapy (RET; Ellis, 1957) emerged in response to this 
challenge and was built upon the premise that human distress, in most eases, is not 
merely caused by hardships or misfortunes but by their personal eonstruetion of these 
and other events. Aaron Beck was working on similar ideas when he developed 
cognitive therapy (e.g. Beck, 1967; 1972; Beck et a l, 1979), which proposed that the 
meanings which individuals attributed to events in their lives were a key faetor in 
therapy. In the latter half of the 20‘^  Century, many therapists began to form a 
cognitive-behavioural hybrid, which sought to combine thought and language based 
processes and strategies with existing respondent and operant eonditioning principles 
and techniques (e.g. Lazarus, 1971; Rehm, 1977; Seligman, 1975). In the second wave 
of behaviour therapy, unwanted, seemingly dysfunctional, thoughts were weakened or 
eliminated through their identifieation, modification, testing and eontention.
In spite of their differenees, the first two waves of behaviour therapy had in eommon 
the objective of focussing on a strategy of first-order change (Zettle, 2007). That is, 
both attempted to alter the appearance, frequeney and/or content of abnormal 
behaviour. Second generation behaviour therapy can be considered as adding distorted
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cognitions, pathological schemas and dysfunctional information-processing styles to 
the list of targets for ehange.
Over the last decade, philosophical scepticism about focussing solely on first-order 
changes has given rise to a number of third-generation approaches. These include 
Dialectieal Behaviour Therapy (DBT; Linehan, 1993), Acceptanee and Commitment 
Therapy (ACT; Hayes et a l, 1999), Functional Analytic Psychotherapy (FAR; 
Kohlenberg & Tsai, 1991), Mindfulness Based Cognitive Therapy (MBCT; Segal, 
Williams, & Teasdale, 2002) and Integrative Behavioural Couples Therapy (ICBT; 
Christensen et a l, 1995). These new methods can be characterised by their emphasis 
on a second-order change agenda, in which focus is moved away from changing the 
form or content of dysfunetional behaviour to the eontext in whieh it oceurs (Zettle, 
2007).
The particular theory that underlies ACT is Relational Frame Theory (RFT; Hayes et 
a l, 2001), which in turn is based on functional contextualism (Gifford & Hayes,
1999). According to RFT, the core of human language and cognition is the learned 
and contextually controlled ability to arbitrarily relate events equally and in 
combination, and to change the functions of specific events based on their relations to 
others (Hayes et a l, 2006). For example, young children may know that a two pence 
pieee is larger than a twenty pence piece in size, yet only later will they understand 
that a twenty pence piece is larger in terms of monetary value. Not only is this relation 
arbitrarily applicable (2p coin is smaller than 20p coin merely by social convention), 
but it alters the function of related events (if a 2p coin has been used to buy a sweet 
before then a 20p coin will now be preferred, even if the child has never used it 
before).
From an RFT perspeetive, psyehopathology ean be partially explained by failure to 
identify the ongoing process of thinking as distinct jfrom its product (i.e. a thought). 
Thoughts are frequently experienced as the change in the functions of the world that 
they produce (e.g. the meanings that are attributed to one’s experiences and 
environment), rather than as a process oceurring in the moment. This is referred to as 
cognitive fusion and has three clinically relevant outcomes (Fletcher & Hayes, 2005). 
Firstly, evaluative and temporal relations are linked with internal events and people
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start to predict, fear, and attempt to control and avoid their own thoughts, emotions 
and physiologieal responses even when it is harmful to do so. This process is referred 
to as experiential avoidance. Secondly, people beeome wedded to their own self­
descriptions and seek to maintain them and prove their aeeuracy. Finally, the present 
moment is sacrificed to human eognition and its reasons and justifications for 
behaviour. These processes result in psychological inflexibility, that is, the inability to 
persevere with or change behaviour in the service of what is truly valued.
1.2.2. Acceptance and Commitment Therapy: Intervention
In order to increase psyehological flexibility, the ACT literature suggests six eore 
processes by which change can occur (Hayes, Strosahl, Bunting et a l, 2004):
Acceptance -  In contrast with alternative interventions, whieh seek to control, 
challenge and/or alter internal experienees, ACT is eoncemed with actively embracing 
one’s thoughts, feelings and physiological sensations. ACT encourages individuals to 
change their relationship with previously unwanted private events (e.g. symptoms of 
depression, anxiety or pain) and instead incorporate them in to a way of living which 
is consistent with their personal values.
Cognitive Defusion -  This second process aims not to alter the form or frequency o r , 
degree of belief in a thought, but rather the function that it serves. In becoming less 
fused with one’s thoughts, one must eonsider the contexts in whieh they may or may 
not be helpful. For example, in the ease of a fire in the home, the thought, “I need to 
get out of here” and the subsequent deeision to aet ean be considered an appropriate 
survival response. However, having the same thought when anxious about performing 
a presentation at work could lead to experiential avoidance that is ineonsistent with 
one’s values about being a good employee, and is therefore contextually unhelpful. 
Cognitive defusion employs a number of techniques that seek to reduce people’s 
attachment to their thoughts. This might be done by externalisation (e.g. giving 
thoughts a shape, colour, size, name etc.), viewing thoughts as an observable event 
(e.g. “I am having the thought that I am useless”) or by experiencing the thought 
through various media (e.g. singing aloud, repeating over and over or writing in a 
range of fonts and eolours) in order to reduce it’s meaning. By ehanging one’s
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relationship with thoughts and weakening their literal meaning, one can objectively 
decide whether or not acting upon them would result in valued living.
Being Present -  ACT promotes ongoing active awareness of one’s internal and 
external experiences. The focus is on developing a non-judgemental stance and 
mindfulness exercises are employed in order to foster contact with the present 
moment. When this occurs, ‘humans are flexible, responsive, and aware of the 
possibilities and learning opportunities afforded by the current situation’ (Luoma et 
a l, 2007, p. 19). Conversely, when individuals direct their focus and attention on a 
conceptualised past and/or future, behaviour tends to be characterised by fusion and 
experiential avoidance. Thus, failure to accomplish present moment awareness acts as 
a barrier to change.
Self as Context -  Rather than identify oneself as the content of one’s experiences, 
ACT encourages the individual to view themselves as the context within which these 
experiences occur. Put another way, individuals are taught to take the stance of an 
observer self that notices their experiences without evaluating them as positive or 
negative (‘good’ or ‘bad’). Hayes et a l (1999, pp. 190-192) used the metaphor of a 
chessboard to explain this concept. Thoughts, feelings, sensations and other private 
events are identified as the chess pieces and the individual is the chessboard upon 
which the game is played out. Ultimately, the aim of developing a sense of self-as- 
context is for the person to reach a position where they have no real investment in how 
the game turns out (e.g. they are not wedded to the idea of ‘good’ thoughts winning 
over ‘bad’ ones).
Defining Valued Directions -  The aforementioned ACT processes are primarily 
concerned with undermining language in contexts in which it is essentially unhelpful. 
The process of identifying and defining one’s values involves strengthening language 
in the areas of life in which it might be most helpfully applied. Clarifying values 
involves considering the different aspects of life (e.g. family, work, leisure, 
community etc.), their importance to the individual, and the ways in which they give 
meaning to one’s lived experience. Values differ from goals in that they can never be 
‘ticked o ff or achieved as an object. Instead, one strives to continually behave in a 
way that can be seen as being consistent with one’s values. For example, one might
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wish to have a high-powered job and feel that this would improve one’s life. This is 
merely a goal that can be tangibly carried out and completed. In order to define the 
value underlying this goal, one must ask what having a high-powered job would be in 
service of. This might be supporting one’s family, being a respected and respectful 
colleague, or using one’s skills to benefit others. Each of these are values and are 
ongoing actions. Furthermore, a number of behaviours could be seen as being in 
service of these values, regardless of life circumstances. Achieving valued living is a 
dynamic rather than static process and ultimately provides the focus for therapeutic 
outcome.
Committed Action -  The sixth and final ACT principle involves the individual 
committing to activity that is in service of chosen values. They are encouraged to 
continually increase ‘helpful’ behaviours and, in this sense, ACT is like all other 
behavioural therapies. The distinction lies in the expectation that individuals will be 
willing to experience unwanted thoughts or feelings in order to achieve goals that are 
consistent with valued living. The aim is not to test, challenge, or change internal 
experiences but rather to live along side them to accomplish what is truly meaningful.
1.2.3. Acceptance and Commitment Therapy: Evidence o f Effectiveness^
There is an expanding body of evidence to support the effectiveness of ACT for a 
wide range of difficulties (for a systematic review and meta-analysis see Ost, 2008; 
Power et a l, 2009), including health-related problems (Dahl, et a l, 2004; Gutierrez, et 
a l, 2004; Gregg et a l, 2007; Lundgren et a l, 2006; McCracken & Eccleston, 2005; 
McCracken et a l, 2005; Pâez-Blarrina et a l, 2007; Vowles & McCracken, 2008), 
psychosis (Bach & Hayes, 2002; Guadiano & Herbert, 2006), borderline personality 
disorder and deliberate self harm (Gratz & Gunderson, 2006), chronic skin picking 
(Twohig et a l, 2006b) and smoking cessation (Gifford et a l, 2004). In the field of 
mental health, the majority of the ACT literature investigates its use with anxiety and 
mood disorders. Specifically, the efficacy of ACT has been explored in individuals 
with obsessive-compulsive disorder (OCD), generalised anxiety disorder (GAD), 
social phobia, post traumatic stress disorder (PTSD), and mild to moderate anxiety 
and depression (Pull, 2008).
^For a detailed account o f the literature search that was conducted , see Appendix A.
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Twohig et al. (2006a) evaluated the effectiveness of an eight-session ACT 
intervention for OCD. The study showed ACT to produce clinically significant 
reductions in compulsions in each of the four patients at the end of treatment. A 
multiple baseline design was employed and none of the participants reported a 
decrease in symptoms during the 1- 7- week baseline period. The treatment results 
were maintained at a three-month follow up. Positive changes in anxiety and 
depression were found for all participants as well as expected process changes, 
identified as decreased experiential avoidance, believability of obsessions and need to 
respond to obsessions. The authors acknowledged the limitations of the research, 
including the lack of specifically targeted measures that can track changes in ACT- 
relevant processes in the treatment of OCD. In addition, the very small number of 
participants recruited and the failure to use a wait-list control group significantly 
impacted the generalisability of the results. Despite this, it was suggested that ACT is 
an intervention that deserves further examination as an intervention for OCD and that 
it may be worth clarifying the nature of its procedures and processes, as well as 
developing instruments to measure them.
A Randomised Controlled Trial (RCT) by Roemer et al. (2008) evaluated the efficacy 
of an acceptance-based behavioural therapy for the treatment of GAD. Participants 
were randomly allocated to receive immediate (n=15) or delayed (n=16) treatment and 
acceptance-based behaviour therapy was demonstrated as leading to statistically 
significant reductions in both clinician-rated and self-reported GAD symptoms. These 
were maintained at three- and nine-month follow-ups and significant reductions in 
obsessive symptoms were also observed. Though the study’s contribution to the ACT 
evidence base is limited, due to the inclusion of intervention strategies from other 
treatments including CBT, DBT and MBCT, the authors identified treatment as being 
associated with decreases in experiential avoidance and increases in mindfulness. One 
may consider these results to be in support of the principles and outlined processes of 
ACT, if not the treatment package as a whole.
In a relatively early pilot study by Block and Wulfert (2000), ACT was directly 
compared with Cognitive-Behavioural Group Therapy (CBGT) in the treatment of 
socially anxious college students (n=3 and n=4, respectively). The research measured 
levels of anxiety as well as willingness to engage in feared activity and found that
145
Volume I: Research Dossier
whilst measures of the former slightly favoured CBGT, the latter slightly favoured 
ACT, particularly at follow-up. This is unsurprising given the differing objectives of 
CBT and ACT regarding symptom reduction versus reduction in experiential 
avoidance. Though low participant numbers and ‘semi-randomised’ allocation (due to 
‘scheduling constraints’) meant the results must be viewed with caution, the data 
suggested that both ACT and CBGT may be effective relevant to no treatment for 
social anxiety.
The impact of the use of ACT for social phobia was further investigated by Ossman et 
al. (2006). Twenty-two participants enrolled in a group programme, consisting of ten 
sessions. Of these, twelve completed treatment. Significant decreases on measures of 
social phobia and experiential avoidance were observed post-treatment and at follow- 
up. Participants that completed the group showed an increase at follow-up in their 
ratings of effectiveness in living, particularly with regard to social relationships. 
Furthermore, socially phobic symptoms decreased, in spite of this not being an 
objective of the intervention. The authors highlighted their results as being suggestive 
that symptom improvement might result from increased willingness to experience 
unpleasant emotions and engage in social behaviours that are in accordance with 
personal values but which were previously avoided. Repeated measures ANOVA was 
performed on data from non-completers that was obtained at post-treatment and/or 3- 
month follow up. No significant differences for any dependent measures were found 
for the group, adding further support for the effectiveness of the ACT treatment.
Another recent study saw 19 individuals with a diagnosis of social anxiety disorder 
participate in a 12-week programme which integrated exposure therapy and ACT 
(Dalrymple & Herbert, 2007). Results showed no changes across a 4-week baseline 
control period. From pre-treatment to follow-up, there were significant improvements 
in quality of life and symptoms of social anxiety, yielding large effect size gains. In 
addition, significant changes were observed in ACT-consistent process measures, and 
experiential avoidance predicted later changes in symptom severity. The results 
provided further evidence for the efficacy of ACT in the treatment of social anxiety 
and highlighted the need for future research exploring both the effectiveness and 
mechanisms of change of acceptance-based interventions. In particular, the authors 
expressed the need for experiential avoidance to continue to be examined as a
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potential mechanism of change in ACT. Dalrymple and Herbert’s findings have 
limited generalisability due to the small sample size and failure to employ a wait-list 
control group.
Studies of an earlier version of ACT, known as comprehensive distancing, compared 
the treatment with Cognitive Therapy (CT) for depressed women (CT; Zettle & 
Hayes, 1986; Zettle & Rains, 1989). Results indicated that ACT was at least as 
effective as CT, however the ACT intervention differed in many ways from the 
modem version and neither the ACT nor CT protocols were as behaviourally oriented 
as are current standards. Forman et ah (2007) attempted to address these issues, as 
well as some of the methodological limitations of the aforementioned studies, 
including small sample sizes and failure to provide investigations of the efficacy of 
ACT relative to CT. They randomly allocated 101 participants reporting moderate to 
severe levels of anxiety or depression to receive CT or ACT. External validity was 
maximised by the use of minimal exclusion criteria. Participants receiving CT and 
ACT demonstrated large, equivalent improvements in depression, anxiety, functioning 
difficulties, quality of life, life satisfaction and clinical-rated functioning. Although 
improvements were equivalent across the two groups, there appeared to be a 
distinction between the mechanisms of change in each condition. Alterations in 
‘observing’ and ‘describing’ one’s experiences were observed as mediating outcomes 
in CT, whereas ‘experiential avoidance’, ‘acting with awareness’ and ‘acceptance’ 
mediated outcomes for the ACT group. One might interpret this as being indicative of 
the shift from first-order changes in traditional cognitive therapies to the more 
contextual, second-order, changes in third wave therapies. In sum, the study provided 
further evidence for the efficacy of ACT and added to the growing interest in the 
mechanisms by which change is brought about during treatment.
The above studies of efficacy demonstrate that ACT has attracted substantial interest 
from researchers in the field of anxiety and depression. However, the conclusions that 
can be drawn from the research are limited, due primarily to small samples, low power 
and failure to compare ACT with control interventions. Results so far in the literature 
do offer some support for ACT as a treatment for anxiety and depression, but further, 
more stringent research is required before these findings can be generalised in a wider 
context.
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1.5. The Study o f Process and Change Mechanisms in Psychological Therapy 
Kazdin (2007) outlines six main reasons for studying mediators and mechanisms of 
change in psychotherapy:
• There is currently an overwhelming wealth of therapeutic interventions 
available. In order to bring frugality and order into our understanding of 
different treatments, we must first make sense of the processes by which they 
work.
• Therapy is known to bring about a number of outcomes, including changes in 
social and emotional experiences, physical conditions and quality of life. 
Careful investigation of process and change is important when linking what is 
done (treatment) to outcome.
• If we understand what brings about therapeutic change, we can maximise and 
prioritise its use in therapy. On the contrary, if we do not know which 
techniques, exercises or factors produce favourable outcomes, we cannot be 
sure of providing the most effective care possible.
• In order to make interventions that have been tested under research conditions 
clinically applicable, we must understand which aspects of them were 
essential to optimise change. Change process studies allow clinicians to 
identify these optimal conditions and to understand the elements of therapy 
which must not be diluted in real world settings.
• Understanding the mediators of therapeutic change (i.e. the intervening 
variables that might account for the relationship between intervention and 
outcome) might enable us to identify moderators of treatment (i.e. the 
variables upon which the effectiveness of a particular intervention may 
depend). For example, if cognitions are shown to mediate change in therapy 
then the presence of skill in related processes, such as abstract reasoning or 
problem solving, might moderate the degree to which an individual responds 
to treatment.
• Identifying the mechanisms by which change occurs in therapy might allow us 
to make generalisations about human functioning in other contexts.
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Studies in the ACT literature have consistently employed quantitative methods to 
investigate mechanisms of change, as evidenced by those outlined in the Evidence o f  
Effectiveness section above. Ciarrochi (2009) provided a review of the research into 
change processes in ACT and identified two broad areas of focus: nonclinical and 
behavioural medicine, and mental health and substance abuse. In the latter field -  
which is of particular relevance to the present research -  the main tool for measuring 
process was the Acceptance and Action Questionnaire (AAQ; Hayes, Strosahl, Wilson 
et a l, 2004). The AAQ was designed to measure psychological flexibility, defined as 
the capacity to make full contact with the present moment and one’s internal 
experiences without the need to defend or alter them, and to persist with behaviours 
that serve one’s values and goals. Improvements on the AAQ should therefore be 
indicative of a decrease in the individual’s attempts to control their thoughts, feelings, 
memories etc. and an increase in value-driven action.
In the literature on ACT for mental health difficulties and substance abuse, there were 
two accounts of ACT failing to have an impact on the AAQ (Hayes, Wilson et a l, 
2004; Hayes et a l, 2006), and nine in which it was successful (Dalrymple & Herbert, 
2007; Gratz & Gunderson, 2006; Forman et a l, 2007; Kocovski et a l, 2009; 
Lappalainen et a l, 2007; Luoma et a l, 2008; Roemer et a l, 2008; Woods et a l, 2006; 
Zettle, 2003).
1.4. Rationale fo r  the Present Study
1.4.1. Dearth o f Qualitative Research in the ACT literature
In spite of methodological limitations - mainly relating to low power - early trials for 
ACT as a treatment for mental and physical health difficulties have provided 
promising results. In addition, quantitative studies have begun to investigate process 
elements of the therapeutic model, both in isolation and in comparison with other 
interventions, such as CBT (Ciarrochi, 2009). What is missing from the body of 
research surrounding ACT is a qualitative account of change from the perspectives of 
those who have lived it. The measures that are used to assess mediators of change 
have been developed in response to academic presuppositions about the six core 
processes in ACT (Hayes, Strosahl, Bunting et a l, 2004). Use of qualitative 
exploratory methodology may offer further support for existing theories of change in 
ACT, as well as providing a deeper, richer understanding of its underlying processes.
149
Volume I: Research Dossier
Qualitative methods have been successfully employed to investigate change processes 
for a number of psychotherapy models, including couples therapy (Christensen et a l, 
1998) MBCT (Mason & Hargreaves, 2001), CBT for fear of flying (Borrill & Iljon 
Foreman, 1996) and CBT for psychosis (Messari & Hallam, 2003).
A more thorough understanding of the mechanisms by which therapeutic change is 
achieved contributes to the development of more effective interventions. In addition, 
the more that is understood about the variables that mediate change in therapy, the 
better equipped we are to identify moderators of change. This in turn allows clinicians 
to ensure optimum conditions for the success of therapeutic interventions.
1.4.2. Meeting the Needs o f Clients with Severe and Enduring Mental Health 
Difficulties
In spite of the recognition that service users’ views of their care should be explored, 
the perspectives of those with severe and enduring mental health difficulties have 
received limited attention (Kai & Crosland, 2001). This is perhaps due in part to issues 
that arise surrounding the use of exclusion criteria in the research design. Such criteria 
are put in place in order to optimise internal validity and increase a study’s feasibility 
(Humphreys & Weisner, 2000). However, typical exclusion criteria include co­
existing diagnoses, non-English speakers, those taking particular medications and 
those who are not literate (Greenhalgh, 2006). The implementation of conditions such 
as these mean that a vast number of service users’ voices go unheard and the 
generalisability of results to real-life practice is reduced.
The present study seeks to actively target those clients with severe and enduring 
mental health difficulties and is designed to gauge a rich and deep understanding of 
their experiences. Mental health professionals have been shown to rate long-term 
outcomes for people who have received treatment for psychiatric difficulties more 
negatively than the general public (Hugo, 2001; Jorm et a l, 1999) and this can lead to 
clients being ‘held’ by services rather than actively treated. A central tenet of ACT, 
‘creative hopelessness’, encourages individuals to identify the methods they have 
previously employed in their bid to rid themselves of unwanted thoughts and feelings. 
Each method is then assessed with regard to long-term and short-term success. The 
premise here is not to feel hopeless but rather to acknowledge the determination and 
effort that individuals have used to overcome their difficulties, to identify the former
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solutions as problems in themselves and to allow individuals to be creative about 
trying something new. One would postulate, therefore, that ACT might be well suited 
to clients with severe and enduring mental health difficulties who have attempted, 
with little success, to ‘get rid’ of unwanted symptoms.
Whilst the present study is committed to the inclusion of participants with severe and 
enduring difficulties, the research methodology used demands homogeneity of the 
sample. For this reason, the research will focus on people with a diagnosis of anxiety 
and/or depression. These were selected, rather than other common mental health 
diagnoses such as psychosis, personality disorder or eating distress, as the majority of 
the ACT literature investigates its utility with anxiety and mood disorders. It was 
therefore considered that therapeutic changes were likely to occur for this group, 
which could then be investigated at an exploratory level.
1.5. Research Aim
This study aims to further our understanding of the process of change in ACT for 
depression and anxiety, by employing qualitative research methods to explore clients’ 
experiences and understanding of the mechanisms by which change has occurred.
1.6. Research Questions
The study was designed to address the following research questions:
What are clients’ perceptions of the mechanisms of change in ACT for anxiety and 
depression?
What do they identify as the aids and possible barriers to change in ACT for anxiety 
and depression?
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2. Method
2.1. Qualitative Methodology: Explanation and Rationale
The present study sought to acquire and analyse in-depth accounts of clients’ 
experiences and therefore adopted a qualitative methodology. Qualitative approaches 
rely upon rich, or ‘heavy’ (Geertz, 1973) descriptions of a phenomenon that enable 
participants’ voices to be heard. In contrast, quantitative methods are generally 
concerned with counting occurrences, volumes or the magnitude of associations 
between factors. A quantitative approach was deemed inappropriate for the current 
research, which prioritised an understanding of the minutiae of individual experience 
and meaning-making.
One must take into account the epistemological assumptions (that is, the assumptions 
about the nature of knowledge and the means by which it may be acquired) of 
different qualitative approaches when selecting one for use in research (Willig, 2001). 
Willig highlights three key epistemological standpoints: realist, social constructivist 
and critical realist. The realist position states that social phenomena exist as an 
objective, measurable reality, whereas the social constructivist position argues that 
social and psychological realities are constructed through languages, discourse and 
context. The critical realist approach may be seen as bridging the gap between the 
aforementioned epistemological positions, as it suggests that physical reality exists but 
that individuals hold subjective representations that can be accessed through 
conversation.
Interpretative Phenomenological Analysis (IPA) takes a critical realist approach and 
therefore is interested in how participants make sense of their personal and social 
world, rather than an objective account of the world itself (Smith, 2008). It assumes 
that individuals hold relatively stable beliefs, constructions or schemas that can be 
accessed through interview, focus groups or open-ended questionnaires. This 
methodology and its epistemological assumptions were deemed most appropriate for 
the research as it allows one to address the question on an idiographic (i.e. particular) 
level (Reid et a l, 2005). Use of IP A allows detailed, nuanced analyses of particular
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instances of lived experiences (Smith, et aï., 2009), which maps on to the research 
objective of investigating clients’ experiences of therapy and change.
IP A has its roots in phenomenology, a philosophical approach which is concerned 
with reflection on and analysis of consciousness. Its founder, Edmund Husserl, 
believed that nothing could be talked about or witnessed if it did not come through 
somebody’s consciousness. IP A shares some of its objectives with phenomenology, 
particularly in its plight to make sense of the world through individuals’ lived 
experiences. However, IPA moves beyond phenomenology through the inclusion of 
its second major theoretical underpinning -  hermeneutics. Hermeneutics is the theory 
of interpretation and within the context of IPA it acknowledges the role of the 
researcher within the process. After all, it is he or she who must meaningfully interpret 
the accounts provided by participants. In this sense, IPA demands both 
phenomenological (participants’ accounts) and hermeneutic (researcher’s 
interpretations) insights.
Lyons and Coyle (2007) further emphasised the role of the researcher in the analytic 
process by highlighting the double hermeneutic nature of IPA. They described the 
researcher as occupying a dual position, in which they simultaneously seek to develop 
an understanding of the participant’s experience as closely as possible, while keeping 
an observational distance from which they can draw assumptions about what is 
implicit in the participant’s account of the phenomena of interest.
IPA is appropriate for a small number of participants and the aim is to reveal 
something of each individual’s experience. Convergence and divergence between 
cases can then be examined in some detail. Observations and interpretations are 
initially bounded, therefore, by the group studied but an extension may be possible 
through theoretical generalisability, where one is able to evaluate the evidence 
produced in relation to one’s existing professional and experiential knowledge (Smith 
et ah, 2009). Given the presuppositions in the ACT literature regarding the six core 
mechanisms of change, the author of the present study thought that the use of IPA 
might enable links to be made between lived experience and quantitative observations.
Another type of interpretative theme analysis is Grounded Theory (Glaser & Strauss, 
1967). This method may also have appropriately addressed the research topic as it
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seeks to develop new theories that help to explain under-theorised areas of human 
experience (Dallos & Vetere, 2005). However, IPA was preferred as it allows the 
researcher to acquire an insider’s perspective of an individual’s experience and 
understanding of their world. Grounded theory is concerned with theorising social 
processes. In doing so, it looks for an ‘account of a phenomena’ as opposed to IPA 
that looks to gain the ‘essence of the phenomena’ (Willig, 2008). For this reason, 
grounded theory has traditionally been utilised in sociological research whereas IPA is 
more established as a useful research method within the psychological domain (Smith 
et a l, 2009).
On a more practical level. Grounded Theory requires the use of continuous theoretical 
sampling, until the data reaches ‘saturation’. The procedure for the current research 
(as described below) required the researcher to design, recruit for, and oversee 
delivery of the ACT intervention. In addition, she had to negotiate with local services 
the hours required by the group facilitators, which was taken from their routine 
clinical work. It would not have been feasible to repeat this process in the tirrie 
allocated for the research, and therefore saturation of the data was unlikely to have 
been achieved.
2.2. Ethical Approval
Ethical approval for the project was gained from the following bodies: the Research 
and Development (R&D) Committee and Research Ethics Committee (REC) 
corresponding to the NHS Trust hosting the research (Appendix B) and the University 
of Surrey Ethics Committee (Appendix C).
2.3. Sampling and Recruitment Procedure
Participants were recruited from two Community Mental Health Teams (CMHTs) to 
represent relevant views of service users with anxiety and/or depression. IPA demands 
homogeneity of the sample in order to reduce the degree of extraneous variables 
(Dallos & Vetere, 2005) and thus allow one to focus on the effects relevant to one’s 
research question. The study was particularly interested in the use of ACT as an 
intervention for people with severe and enduring mental health difficulties and it is for 
this reason that participants were selected from CMHTs only, rather than from 
Primary Care or lAPT services. Potential participants were identified by their care co-
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ordinators at the CMHTs and subsequently invited to attend an eight-session ACT 
group.
The group was advertised using posters and information sheets that were displayed in 
the CMHT building where it was being held and distributed via email to staff 
members (see Appendix D & E). In addition, the researcher gave a brief presentation 
about the group and research project at the CMHT Business Meeting and monthly 
Psychology Locality Meeting. All individuals referred were invited to attend a one-off 
‘Expectations’ session with the researcher and one group facilitator as part of the 
treatment package (see Appendix F for invitation). The purpose of this session was to 
assess clients for group suitability (according to inclusion/exclusion criteria), to 
socialise them to the ACT model, to provide them with and explain the participant 
information sheet (Appendix G) and to answer any questions they may have had.
Participants attended the ACT group at the CMHT for eight two-hour sessions over a 
course of ten weeks. The group programme was developed by the researcher 
following consultation with Steven Hayes and the group facilitators, and was based on 
existing literature that was grounded in research evidence. It was designed to cover the 
six core therapeutic principles of ACT, namely: acceptance; being present; defining 
valued directions; committed action; self as context and cognitive defusion (Hayes, 
Strosahl, Bunting et ah, 2004). The group was experiential in nature and was 
facilitated by two clinical psychologists, one of which had extensive clinical 
experience with the model. The second facilitator regularly attended an ACT peer 
learning group with other psychologists from the Trust.
2.4. Criteria fo r  Participation
Inclusion criteria for participation in the study were purposefully kept broad in order 
to promote richness and diversity in the range of experiences. Nonetheless, 
homogeneity of the sample was maintained by the following factors:
• All participants were service users at one of two CMHTs in the same NHS 
locality.
• All had a diagnosis of anxiety and/or depression, according to DSM-FV 
criteria.
• All attended the ‘Expectations’ session and subsequent ACT group.
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• All opted into the research project and provided written consent to do so.
Clients were not invited to participate if:
• They had a co-morbid mental health diagnosis.
• They lacked capacity to consent to treatment or participation in the research.
2.5. Participants
Fourteen referrals were received for the group and all were given an appointment for 
an initial meeting, as outlined above. Thirteen attended their ‘Expectations’ session 
and were invited to attend the group and take part in the research. A total of 10 
completed the ACT course and 8 opted to take part in the project (see Appendix H for 
demographic details of participants).
2.6. Data Collection
2.6.1. Semi-structured Interview
In order to address the research aim of exploring clients’ experiences of change during 
ACT, retrospective semi-structured interviews were employed. This is arguably the 
most ideal way to collect data for an IPA study as it allows the researcher and 
participant to engage in a flexible dialogue in which initial questions are modified and 
developed to acquire depth of individual personal experience (Smith, 2008).
2.6.2. Development o f the Interview Schedule
An initial interview schedule was developed by the researcher following guidelines 
suggested by Willig (2001) and Smith (2008). It consisted of a small set of open- 
ended questions along with more detailed prompts, which it was envisaged would 
allow participants to speak freely about the areas they considered important (Smith 
and Osborn, 2003).
The questions broadly covered clients’ experiences of psychological change in ACT 
and addressed the mechanisms by which they believed these changes came about. The 
researcher consulted a range of sources in order to complete this process, including 
conversations with her supervisors and the group facilitators, literature within the 
ACT field and previous research exploring change mechanisms during therapy.
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Smith (2008) highlights the importance of attempting to establish rapport during the 
interview and for this reason the researcher thought it essential to acquire service user 
input when developing the interview schedule. It was therefore piloted in a focus 
group with four clients who had attended an ACT group for chronic health problems 
(Appendix I). Examination of the transcript highlighted that the questions allowed 
individuals to speak in detail and at length about their experiences. However, a 
number of the questions were critiqued for using language that was inappropriate for 
laypeople and advice was given on how these may be reworded. Adaptations to the 
original schedule were subsequently made in response to this feedback.
The main topics explored were:
• Background information regarding participants’ experiences of anxiety and/or 
depression and its effect on their lives.
• Participants’ understanding of ACT
• The impact of ACT on participants’ lives, i.e. what has changed.
• The particular aspects of their experiences of ACT that they attribute to the 
change.
• The main factors (therapy or non-therapy related) continuing to help the 
process/maintenance of change at the current time.
• Participants’ experiences of the research interview and motivations for taking 
part in the study.
See Appendix J for a copy of the final outline.
2.6.3. Interview Procedure
Individual face-to-face interviews were conducted with participants in a separate part 
of the CMHT to where the group was held, to highlight the distinction between 
therapy and research. In addition, participants were offered the opportunity to have 
their interviews at home if they preferred, although none opted for this. Prior to each 
interview, the participant was provided with an additional copy of the information 
sheet, given to them at their original assessment, and asked to complete a written 
consent form (Appendix K) and demographic information sheet (Appendix L), if they 
were prepared to take part in the research. Each interview lasted between 45 and 60 
minutes and was captured on a digital voice recorder in order to be transcribed
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verbatim. All identifying information was amended or removed. A sample transcript 
can be seen in Appendix M.
2.6.4. Ethical Considerations
The potential for the research interviews to raise sensitive or distressing issues, such 
as mental health and other intrapersonal difficulties was considered. Following each 
interview, time was allowed for debriefing and to discuss any difficult emotions that 
had been brought about by the conversation. If concerns were raised, it was negotiated 
whether the participant wished them to be communicated to their care co-ordinator 
within the CMHT.
In order to ensure that participants felt comfortable to speak freely about the more 
difficult or painful aspects of therapy, it was explained that all of the findings would 
be anonymised and that the group facilitators would not have access to the verbatim 
transcripts. It was made explicit that participation in the research would have no 
bearing on the care that individuals would receive from the CMHT in the future.
2.7. Data Analysis
Although Smith & Osborn (2003) stipulate that there is no definitive method of 
analysing data using IPA, guidelines are provided with the understanding that 
researchers should be flexible in their approach. The aim of analysis is to move the 
data from the particular to the shared, and the descriptive to the interpretative. The 
process used for this study was as follows:
1. The first written transcript was read and re-read to allow the researcher to 
immerse herself in the data and ensure that the participant became the focus of 
analysis. Initial thoughts, observations and questions were noted in the right 
hand margin of the transcript. These annotations included descriptive 
comments, such as key words, explanations or phrases that the participant had 
used; linguistic comments, which focussed on the particular use, tone and 
fluency of language as well as the placement of laughter, crying and pauses, 
and conceptual comments, which sought to engage with the transcript at an 
interpretative level.
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2. The initial comments were examined and from them, emergent themes 
developed, which aimed to ‘contain enough particularity to be grounded and 
enough abstraction to be conceptual’ (Smith et ah, 2009, p.92). These were 
noted in the left hand margin of the transcript (see Appendix N for an extract 
from a transcript which illustrates this procedure).
3. For sample sizes above six. Smith et al. (2009) recommends identifying 
emergent themes at case level but postponing the search for patterns and 
connections until one can examine all of the cases together. For this reason, the 
above two steps were repeated for the remaining seven transcripts prior to the 
identification of the superordinate themes.
4. Once emergent themes had been developed for all eight interviews, they were 
clustered into groups according to their apparent meanings. These clusters 
signified the superordinate level of analysis. To ensure that the group level 
themes were individually representative, recurrence across cases was measured 
and particular examples taken from the transcripts. In order for an emergent 
theme to be classified as recurrent it had to be present in at least a third of the 
interviews, whereas a superordinate theme had to be present in all cases.
5. The superordinate themes were finally grouped into master themes. This was 
done according to connections and/or relationships between their meanings 
and aimed to organise the participants’ lived experiences in a way that would 
best address the research questions.
2.8. Criteria fo r  Evaluating the Quality o f the Research
No firm criteria has been agreed for the evaluation of qualitative research (Smith, 
1996), and criteria usually applied to quantitative research, such as ‘reliability’ are 
unsuitable (Yardley, 2000). However, many authors have proposed possible criteria to 
ensure the quality of the data (Elliott, et a l, 1999; Dallos & Vetere, 2005; Yardley,
2000). Elliott et al.'s guidelines offer a comprehensive method of approaching this 
issue and will be employed for the purpose of the current study. Adherence to the 
guidelines will be evidenced throughout the research paper, as described below:
• Owning one’s perspective (see below and Discussion p. 198)
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• Situating the sample (see Appendix H)
• Grounding in examples (see Results)
• Providing credibility checks (see below and Results p. 184)
• Coherence (see Discussion p. 198)
• Accomplishing general versus specific research tasks (see Discussion p. 198)
• Resonating with the reader (Independent audit below, and Discussion p. 199)
2.8.1. Owning one’s Perspective
One cannot carry out qualitative research from a value-free or impartial position and 
the finished article is a combination of the participants’ thoughts and the researcher’s 
interpretative framework (Smith, 1999). Thus, it is essential that one’s own stance and 
views as a researcher are acknowledged and attended to (Elliott et a l, 1999).
My^ interest in researching ACT for anxiety and depression first developed during my 
first year of clinical psychology training. I had been working with a young man with 
panic disorder for twelve weeks using a second wave cognitive behavioural approach 
and we were due to review the treatment progress^. At this meeting the client reported 
having noticed no reduction in his symptoms, despite engaging enthusiastically in the 
therapy. His care co-ordinator had suggested discharging him from the CMHT, 
stating, “We’ve exhausted all options with you”.
Understandably, the young man was very distressed and implored me to offer an 
alternative. I had no prior experience of using ACT, but had read about it in the 
literature and knew an experienced clinical psychologist who was willing to offer 
some supervision. On that basis, I offered the gentleman a course of ACT, which he 
readily agreed to. After twelve sessions his anxious symptoms had still not decreased, 
but having previously been too anxious to leave his house he had now enrolled on a 
college course, undertaken a voluntary job and was in a steady relationship.
 ^This account will be written using a first person narrative in order to ensure self-reflexivity. 
 ^The client has given written consent to be included in both academic and public articles.
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I can recall thinking how fascinating it was that simply changing one’s therapeutic 
model could have such a drastic impact on treatment progress. Furthermore, I was 
intrigued by the vast differences in process that the two models seemed to have. I 
began to use ACT more in my clinical work and immersed myself in the literature. 
Increasingly, I became convinced of the potential for ACT to offer a new and 
validating perspective on mental health difficulties but wanted to know precisely what 
made this so.
My positive professional experiences of ACT undoubtedly have the potential to 
impact on my position as a researcher. For this reason, credibility checks were 
employed to limit this possible bias (see below). I was aware that during interviews I 
was at times prone to focussing on clients’ positive experiences of ACT, e.g. with the 
use of additional follow-up questions. I therefore made a deliberate effort to allow 
clients space to discuss the more unhelpful or painful aspects of their therapeutic 
experience. This transpired to be a meaningful and fiuitful decision as, in addition to 
the benefits of ACT, many of the participants found the group very emotionally 
challenging at times.
Occasionally, I found it difficult to remain strictly within the boundaries of ‘research’. 
There was a temptation to take more of a therapeutic position at times, particularly 
when participants demonstrated distress or vulnerability. I attempted to manage this 
difficulty by allowing the interviews to be client led, while also maintaining focus on 
the research questions. In addition, time was allowed for debriefing in which it was 
negotiated whether participants would like any difficulties raised to be fed back to the 
CMHT. My own struggles were addressed in supervision with both my field and 
university supervisor, and during ‘reflective sessions’ held with the group facilitators 
throughout the research process.
2.8.2. Providing Credibility Checks
A  variety of methods are available for checking the credibility of one’s research 
findings (Dallos & Vetere, 2005; Elliott et al., 1999). The following were used for the 
current study:
• A research diary was kept in order to promote self-reflexivity and ensure that 
the researcher’s own thoughts and values were made explicit.
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• The researcher was interviewed by a colleague prior to and after undertaking 
the data collection and analysis. Thematic analysis was used to find meaning 
in these interviews (Appendix O), and the impact on the emergent themes 
considered.
• An independent audit was conducted on the analyses in order to validate the 
relevance and coherence of the results. An independent reader with knowledge 
and experience of ACT for anxiety and depression studied two transcripts 
naive to the analyses and produced her own themes. These were compared to 
and mapped against the researchers own master theme list.
• A group was held in which the research findings were fed back to the 
participants (Appendix P). They were invited to discuss their opinions and to 
provide written feed back using a questionnaire (Appendix Q). Participants 
were requested to emphasise the themes that they felt best matched their 
personal experiences as well as those that felt less relevant to them.
The outcomes of the credibility checks are discussed in the Results section.
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5. Results
3.1. Overview o f themes
Analysis of the interviews produced a wealth of rich data, which eventually formed 
three master themes (see Appendix R for a detailed list of themes):
1. Processes of Change in ACT
2. Aids and Hindrances to Change in ACT
3. Non-Specifics of Therapy
The first of these themes explored client’s experiences of change, both in terms of 
content and process, throughout the therapeutic intervention. ‘Aids and Hindrances to 
Change in ACT’ comprised of the factors which clients reported as moderating the 
degree to which change was likely to occur.
The study of process in research has, in recent years, become interested in the concept 
of specific rather than non-specific factors (Dallos & Vetere, 2005). This has been 
brought about by findings in the wider literature that different psychotherapeutic 
interventions yield approximately similar outcomes, in spite of their theoretical and 
technical variations (Roth & Parry, 1997; Wampold et a l, 1997). This is commonly 
referred to as the ‘equivalent outcomes paradox’ (Stiles et a l, 1986).
It has been put forward that the equivalent outcomes paradox is the result of all 
psychotherapies sharing common, non-specific factors. Furthermore, model-specific 
factors are thought to relate to the technical factors employed (e.g. circular 
questioning in systemic therapy, downward arrow techniques in CBT), whereas the 
non-specifics include interpersonal factors, such as a supportive space and therapeutic 
rapport. The current research was concerned with identifying processes of change that 
were specific to the ACT model, and for this reason the third theme will not be 
explored in detail in this section. The first two themes have been identified as best 
addressing the research questions as they specifically focus on the process of change 
in the context of an ACT intervention. A selection of quotes to support the third theme 
can be found in Appendix S and the role of specific rather than non-specific factors in 
therapy will be revisited in the Discussion section.
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The following section is intended to provide an illustrative account of clients’ 
perspectives of the salient features of change as experienced during ACT for anxiety 
and depression. It does not seek to demonstrate a linear description or model of 
change as there was discordance in the time scales and sequences outlined by clients 
during their interviews. The discussion of the themes will be interspersed with 
verbatim extracts from participants’ transcripts to give a coherent and supportive 
demonstration of the conceptualisation of the data.
3.2. Master Theme 1: Processes o f Change in ACT
This master theme embodies the changes observed by clients during and after the 
ACT group, as well as their observations about the nature of these changes. A wide 
variety of processes were described and broken down into the following superordinate 
and subordinate themes:
• Acceptance
o Content of acceptance
o Acceptance as an alternative response to difficulties
• Developing Values
o Recognition of having values 
o Identifying values 
o Values as a compass for behaviour
• Diminishing the Power of Thoughts
o Changing one’s relationship with thoughts 
o Recognising thoughts as thoughts 
o Visualisation
• Mindfulness
o Being present
o The relationship between concentration and mindfulness
• Changing Behaviour
o Focus on changing behaviour rather than internal experience 
o Making small, realistic changes 
o Making life workable
• Defining the Self
• Experiential Learning
• Identifying Personally Relevant Aspects of the ACT Model
3.2.1. Acceptance
Clients described their experiences of acceptance, which included the content of what 
was being accepted and the unsuccessful coping strategies that acceptance provided an 
alternative to.
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3.2.1.1. Content o f Acceptance
Many of the clients described the specific aspects of what they had learned to accept 
during ACT. Rachel explained the process of accepting thoughts as, “not necessarily 
having to have a major panic about them, but to kind o f think, ‘Well, they ’re just 
thoughts ’ and let them go ”. In addition, she alluded to acceptance of the self, stating, 
“I  suppose there’s a tiny little percentage that thinks, ‘Well, maybe there is something 
in me as a person that might be ok’”. This latter experience was shared by Sophie, 
who talked about acceptance of the self as a whole:
“I  liked a lot the idea that it wasn’t trying to get rid o f the bad bit and then 
you ’re fine, because it you have to get rid o f the bad bit then i t’s kind o f like 
you have to get rid o f a part o f  yours elf. ”
For several of the participants, the focus of acceptance was on “the way things are” 
(Sophie), that is, one’s current situation:
“we ’re looking at accepting where you are, what the issues are, where you 
are in life. ”
(Elizabeth)
Acceptance of one’s situation seemed to allow individuals a sense of stillness and 
permission to stop fighting their difficulties:
“it’s kind o f sitting with what you’ve got and sort o f  not consciously trying to 
push it away or bury it or anything it’s just like accept, well accepting that 
things are how they are. ”
(Rachel)
For Jane, acceptance of the present enabled her to think about her future and the ways 
in which she could work towards it:
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“it’s kind of, “this has happened, this is where you are ” so how to move 
forward but kind o f take it with you... Sort o f accept that this is how it is but 
then you move forward. ”
3.2.1.2. Acceptance as an Alternative Response to Difficulties
When describing the process of acceptance, clients frequently reported it in relation to 
previous coping styles:
“before I  just spent my whole time driven to get rid... whereas now I  feel 
that, yeah it’s going to be hanging in the background probably fo r  the rest o f  
my life. But i f  I  accept the fact that there are going to be things that are 
going to wobble it and i f  I  can i f  I  can just keep calm and live through those 
episodes, there are brighter times on the other side o f it. ”
(Elizabeth)
Similarly to Elizabeth, Jane had previously tried to “erase everything that’s 
happened”. Following the ACT group, she regarded acceptance as a positive 
alternative:
“You don’t have to stop everything because o f it... you can still move 
forward and you can take it with you. ”
As previously alluded to, accepting her difficulties appeared to provide Rachel with 
relief from her battle against them:
“I ’m always, always fighting. Fighting with, you know, ‘Oh God I ’m feeling 
anxious, why am I  feeling anxious? I  don’t really know, oh God it’s making 
me worse, I  shouldn’t be feeling like this, ’ but [acceptance meant] actually 
thinking, ‘Well, I  am feeling like this ’ andjust kind o f like, letting it be. ”
Elizabeth too valued acceptance as an alternative to fighting, and identified the 
importance of taking on all aspects of one’s experience:
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“I  understand what they ’re saying, that you have to experience pain in life 
generally to be able to get and reach all aspects o f life, and I  think that in 
building that brick wall I  not only shut out the pain but I  shut out the 
happiness as well. ”
Rather than fight her difficulties, April had previously attempted to avoid them in the 
hope that they would disappear. However, she described, in her experience, “they 
don’t go away and they can fester and fester fo r  years ”. Acceptance offered April an 
alternative response to her problems:
“rather than shut your problems away in the box andjust forget them or, you 
know, write a letter and burn them, you actually embrace them and accept 
them and kind o f live with the knowledge that they ’re there. ”
Vanessa also employed avoidance as a means of coping, and seemed to have some 
reservations about facing up to her difficulties. She did, however, recognise that doing 
so would enable her to access help and improve the areas of her life that were 
important to her:
“I t ’s like, you’ve got a can o f worms, do we need to open it up and deal with 
all those worms? Or shall we just keep it closed and not think about them? I  
think that’s what I ’ve been doing all these years. But having said that, when 
I  do get help with this it will help me with my relationship with my husband. ”
3.2.2. Developing Values
This theme encapsulated clients’ experiences of developing values. This appeared to 
involve a primary process of recognising that one’s values exist, and a secondary 
process of identifying their content and nature. Once identified, values were described 
as offering a guidance for behaviour.
3.2.2.1. Recognition o f Having Values
The introduction of the concept of values came as a shock to come participants, as it 
highlighted to them what had been lost as a result of their difficulties:
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“It turned me round ta the thought that, yeah, I  have lost sight o f my values. 
I  sat in the first few  meetings and thought, 7 can 7 even tell you what they 
are ”
(Elizabeth)
Rachel described initially thinking that she did not have any values, but looking back 
at her experiences prior to becoming unwell helped her to challenge that thought:
“I  was trying to think o f  the values and I  was just thinking, 7 don 7 have any 
values, you know. Fm just not bothered about anything’. But when I  actually 
sat down I  thought, ‘Well, before I  got into this state I  did have quite a lot o f  
values. But I ’ve kind o f lost them, in a way ’. ”
3.2.2.2. Identifying Values
Following recognition of having values, clients described the process of identification 
as being focussed on what is personally important and meaningful:
“Ifound it’s not that it changed what was important to me, but i t’s really just 
a case o f writing it down and articulating it really more clearly to myself 
what’s important and why it’s important. ”
(Sophie)
As with Sophie, Mark described identifying not only what was important to him, but 
the meaning behind his values:
“I  value my relationships with my family more and what they really mean to 
me. ”
Jane gave an account of an exercise that was used to aid identification of values. This 
involved comparing one’s current and desired situations:
“there would be target things that were divided into sections, where you are 
and where you want to be, and that makes you think as well. About what 
your values are, where you put your values. ”
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3.2.2.3. Values as a Compass for Behaviour
Many of the clients felt that developing their values provided them guidance regarding 
their behaviour. For Elizabeth, values were closely related to commitment:
“The commitment is towards making life better and that kind o f involves 
looking at your values, what you want out o f life and then being committed to 
working towards those. ”
Sophie too viewed values as something to work towards and further described them as 
a compass for making decisions:
“I f  an action is in accordance with your values then that’s a good thing to 
do, and i f  it takes you away from that, that’s a bad thing to do. And I  found  
that helpful in evaluating things, i f  I  wasn ’t sure, ‘should I  do this or that? ’. ”
Having identified strong values in the area of family relationships, Mark outlined the 
benefit of acting in accordance with these rather than responding to internal thoughts 
and worries:
“I  have a little bit more interaction with friends and family and I  will make 
the effort. And like, now i f  I  call someone and they ’re not answering I  don’t 
feel that i t’s a big loss. But in the past I  would take it very personally. So to 
me therapy is keeping those things going, friendships and engagements and 
that... Being socially interactive keeps my values in place. ”
3.2.3. Diminishing the Power o f Thoughts
Clients noticed over the course of the ACT intervention that their understanding of 
thoughts had shifted and they were able to have “a different relationship with them ” 
(Vanessa). They began to give less power to their thoughts, and used imagery to 
externalise their difficulties and experiences.
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3.2.3.1. Changing one’s Relationship with Thoughts
Through the process of acceptance, the hold that clients’ thoughts had over them 
softened:
“rather than trying to push the thought away or eradicate it you take it on 
board, as such, and put it into a more positive place. And then allow yourself 
to bring it back in but not as such a harsh entity as it was before.” 
(Mary)
For Jane, reducing the power that her thoughts had allowed her to work towards her 
desired future:
“it makes you aware that you ’re not necessarily caged by anything other 
than your own thoughts and limitations and you can actually move on. ”
3.2.3.2. Recognising Thoughts as Thoughts
In order to change their relationship with their internal cognitions, clients identified 
them as being ‘only’ thoughts. Jane did this by viewing them as separate from the self:
“I  suppose the first thing that comes to mind is the idea that thoughts are 
thoughts. They’re not actually me as such ”
Vanessa acknowledged that having a thought did not necessarily make it true:
“The negative thoughts and the distorted thoughts that are going on in my 
head are just thoughts and they’re not necessarily true facts. I t ’s just a 
thought. ”
3.2.3.3. Visualisation
In addition to changing their relationships with thoughts, clients described using 
imagery rather than language to make sense of their difficulties:
“I  guess the new thing was to actually try and visualise your problems and 
give them a colour, a shape, a size and accept them and, you know, agree 
that they can be there... I  found it easy to visualise my problems and they
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were huge and big and red and spiky so all those sessions were very vivid. ” 
(April)
For Mary, changing the image of her problems allowed her to view them differently, 
which in turn had a positive impact on her mood:
“when my shapes are bad they’re like triangle shapes with maybe razors 
down the sides. Now Iju st sort o f close my eyes and feel myself maybe doing 
a circle and then knowing that’s kind o f calming and it’s like, ‘Everything’s 
alright now ’. ”
Sophie also found that visualising her difficulties affected her mood, and this shift 
motivated her to change her behaviour:
“I  imagined it like a fog  and having to pull the problem through the fog  and 
I  fe lt quite angry about this. And that I  found was helpful because at least 
after I ’d  done that it fe lt better to feel angry about it and sort o f think, ‘I  am 
going to find  some way o f doing something nice ’. When you ’re angry about 
it, it gives you some energy to do something. ”
3.2.4. Mindfulness
In this theme, clients defined their understanding of the concept and development of 
mindfulness. They described their experiences of present moment awareness, the role 
of concentration in mindfulness, and the process of becoming more appreciative.
3.2.4.1. Being Present
Clients’ accounts of mindfulness frequently alluded to a deliberate focus of one’s 
attention on the present moment:
“just to think about really what you ’re doing at the time because your mind’s 
always running overtime so you ’re always doing things parrot fashion 
without thinking. ”
(Jane)
Sophie regarded being present as a favourable alternative to fixation with the past 
and/or present:
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“when we were working on being present in the moment and just being 
aware o f your surroundings and not trying to think about things, it was good 
because I  think you feel more alive when you ’re able to do that. Rather than 
thinking about stuff that has happened or is going to happen, you’re just 
doing what you ’re doing. ”
For Elizabeth, bringing her awareness to the present allowed her to re-evaluate her 
situation in a way that she had not been able to previously:
“The most helpful thing was probably providing the situation and the time to 
take stock. It made me realise how revoltingly busy my life is. ”
3.2.4.2. Relationship between concentration and mindfulness
Rachel likened the process of being mindful to the feeling she got when engaged in 
her artwork. During both, thoughts were allowed to come and go without the need for 
response or action:
“I  do a lot o f colouring, like my own designs and stuff. [During that] 
thoughts come in and they go out again because I ’m half concentrating on 
the colouring so I ’m not completely focussing on the thoughts. Having done 
the mindfulness thing, I  thought, ‘Oh, I  think this is what’s happening when 
I ’m colouring. I t ’s just going in and out ’ ”.
In the above quote, Rachel attributes her ability to make space for fluidity of thoughts 
to the fact that her concentration is focussed elsewhere. Sophie described a similar 
experience in her own art group, in which her concentration was on action rather than 
language:
“I  suppose it’s a concentration thing and not being distracted by thoughts. I  
go to this group, which is a sort o f art group and I  think one o f the things I  
like about it is that I ’ve noticed that it doesn ’t involve any thinking in words. 
I t ’s just kind o f doing and working on stuff without trying to use words to 
think about, ‘Shall I  do this, shall I  do that? ’ you just kind o f do it. I  like that 
sort o f  feeling o f being in the flow, just doing something and not having to 
think about it. ”
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Concentration appeared to be a defining feature in the process of mindfulness, and as 
observed by Mark, was a prerequisite for successful meditation:
“I  do have problems with concentration levels fo r periods o f time... I  tried 
meditating recently and I  did one day but couldn 7 the next. I  just couldn 7 
concentrate. ”
3.2.5. Changing Behaviour
This theme incorporated clients’ accounts of the nature and content of the behavioural 
changes they had made since attending the group. They described making small, 
achievable changes and striving towards a life which was workable.
3.2.5.1. Focus on Controlling Behaviour Rather than Internal Experience
The ACT group appeared to generate a shift in terms of what clients aimed to control. 
Rather than attempting to alter their internal experiences, they focussed on their 
behaviour. They seemed to become more willing to experience discomfort in the 
service of doing the things they wanted to do:
“maybe it makes you feel uncomfortable but you are willing to think to 
yourself yeah, that’s making me feel a bit uncomfortable’ and then you just 
carry on. Whereas, I  suppose before I  think it would have altered a bit what I  
tended to do. Somehow noticing it and thinking, ‘well yeah, I  might feel a bit 
silly and embarrassed’, once you ’ve thought that it makes it a bit easier to 
not be worried about it. ”
(Sophie)
Mary described a situation in which she had had her parents over to visit, in spite of 
her worries and fears:
“I  actually saw them and I  didn 7 have to take any diazepam and it went 
alright so that was quite nice, not to sit with the negative thoughts and worry 
and not enjoy the time. ”
For Vanessa, learning not to act upon her thoughts allowed her to reduce the repetitive 
behaviour of calling her husband for reassurance:
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“I  noticed I  don 7 phone my husband up as much as I  did before... and I  think 
to myself that when I  start thinking negative paranoid thoughts, it’s not real, 
it’s just my distorted head. I  don 7 even like the word distorted, I  don 7 know 
what it is, my sick head or my ill head, playing around with me. ”
3.2.5.2. Making Small, Realistic Changes
Many of the participants found it helpful that ACT “encouraged you to make plans 
even i f  they’re not very ambitious plans” (Sophie). Having realistic goals seemed to 
have a positive impact on self esteem:
“I  know that I  can make a plan, a moderate plan, and I  can stick to it without 
feeling, well, pretty much a failure. ”
(Mark)
In addition, Mary described a sense of achievement with each change that one is able 
to make:
“With this i f  you change one thing i t’s enough. I f  you can change more, 
brilliant but just the one thing is fine. ”
The lack of pressure to make many, or sizeable, changes described by Mary was seen 
as being applicable for outcomes of the group also:
“Even i f  you just did the eight weeks and accepted that yo u ’ve got an issue 
and you can accept that in your life and learn to live your life with it there, I  
mean i f  that’s all you got out o f it I  don 7 think it would be that horrific 
really. ”
(Elizabeth)
3.2.5.3. Making Life Workable
There appeared to be a sense of engaging in behaviour that, as well as being realistic, 
made life workable in light of the things that could not be changed:
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“This is it. You can’t keep waiting for some better thing to happen. You just 
have to try andfind ways o f making your life work as best you can. ”
Mark talked about getting pleasure from daily routines and satisfaction from 
behaviour that would not lead to regret:
“whether it be life or going fo r  a walk down the river, or in the past it would 
be just getting through a day, that is therapy in itself to me because I ’m pretty 
confident that I  won’t wake up the next day feeling crap about what 
happened the previous day. ”
3.2.6. Defining the Self
The journey by which clients made sense of their concept of self was explored in this 
theme. Engaging in ACT appeared to allow clients to view themselves as “rounded 
people rather than just a mental health problem ” (Sophie). This separation of the self 
was described further by Rachel:
“Yeah I ’m having these struggles but then that doesn’t mean that those 
struggles are me. They ’re me with struggles. ”
Further than being separate from one’s difficulties, Sophie highlighted a sense of 
being separate from one’s experiences:
“You aren’t your conceptualised self, you are kind o f behind that. There’s a 
kind o f permanence to that, there are things that you do and you may do the 
right thing or the wrong thing or whatever, but behind that your self is 
separate from what you think and what you do. ”
3.2.7. Experiential Learning
This theme encompasses the clients’ understanding of the particular mechanisms by 
which they were able to undergo the previously described processes. Jane and Sophie, 
respectively, described the way in which experiential exercises from the ACT group 
were carried through to real life settings:
“the examples and things they set you make you think and gave you exercises 
to try to do, sort o f calming and breathing and being in the moment, that sort
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o f thing... you’re playing over the exercises in your mind afterwards. And I  
am still aware that I  do that. ”
“we did the thing about being present in the moment fairly early on and they 
were encouraging us to try that out, sort o f report back. ”
Mary compared experiential learning in the group with self-taught material from 
worksheets:
“reading some o f the work sheets by the time I  got to the end I  was thinking, 
‘What was that saying? ’ I ’m more o f a practical person so i f  I ’m in the 
group then it tends to sink in a bit better. ”
For Elizabeth, the process of learning was a gradual one and at the beginning of the 
group she was uncertain about the degree to which ACT was understandable. Through 
the process of attending the group, however, she began to make sense of its concepts:
“I  was a little bit disgruntled because I  didn’t understand what they were 
getting at... and now I ’ve realised, I  don’t think that anything they would 
have done would have made any difference. I t ’s such an unusual concept and 
something that generally this society is just not, you know, wildly known or 
looked at. And actually I  needed to go through those five or six weeks to chip 
away and gradually get this level o f understanding. ”
3.2.8. Identifying Personally Relevant Aspects o f  the ACT Model 
Clients alluded to the multi-faceted nature of the ACT model in their narratives, 
identifying that “there are different elements to it really” (Elizabeth) and that it was 
possible to “hand-pick, or cherry-pick the best bits, the most psychologically 
relevant” (Mark). The accounts were suggestive of the notion that clients did not 
necessarily undergo all of the aforementioned processes in ACT. In contrast, they 
were able to employ those aspects of the model that were personally relevant and 
reject those that weren’t.
For example, Mark found meditation very helpful, whereas Vanessa found this 
element of ACT to be least beneficial. Both were aware of variation in terms of the 
degree to which people engaged with meditation:
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“the meditation was good. I  don’t know i f  it worked fo r everyone but I  
presume it worked a little bit fo r  some other people. ”
“I  suppose some people or most people found the meditation side quite helpful, 
not necessarily for me but fo r  other people ”
Jane put forward that because ACT had so many different features, everybody could 
potentially benefit from the intervention:
“I  think it addresses so many different things through the different weeks. How 
you deal with things, different strategies and ideas. So, I  think it sort o f 
depends on people’s anxieties but one o f those will hit home. At some point 
something will click. ”
3.3. Master Theme 2: Aids and Hindrances to Change in ACT
The second master theme encapsulates the variables that clients identified as affecting 
one’s capacity to benefit fi*om ACT. Some factors were seen as a prerequisite for 
engagement, whereas others had more of a correlational relationship. In addition, 
clients highlighted various hindrances to change occurring. The following 
superordinate and subordinate themes were identified:
• Moderators of Change
o Current state of mind 
o Willingness and motivation 
o Stage of ‘illness’
o Recognition of personal responsibility for change
• Hindrances to Change
o The solution becoming the problem 
o Poor memory and concentration 
o Impact of pain and loss 
o Desire to control internal experience
3.3.1. Moderators o f Change
The presence of the variables described in this theme was seen impacting on client’s 
capacity to benefit from the ACT group. The variables described were state of mind at
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the time of intervention, clients’ levels of willingness and motivation, the stage they 
were at in their ‘illness’ and recognition of one’s personal responsibility for change.
3.3.1.1. Current State o f Mind
Clients’ account of their experiences seemed to suggest that a particular state of mind 
was required for optimal engagement in the group:
“To be honest I  found it really difficult. I  mean, maybe it’s just because o f  
where I  am at the moment, head-wise. ”
(Rachel)
Jane’s experience of the group supported the notion that one’s emotional state has a 
direct impact on the capacity to engage:
“Emotionally when I  started it I  really was positive and wanted to do it. And 
then, all that went wrong was that I  got cold and that makes everyone feel fed  
up anyway, doesn’t it? But when you ’re already down there it doesn’t take a 
lot, and it just got too difficult. So I  ended up even more down because I  was 
cross with myself because I ’d  really enjoyed the group. So yeah, emotionally 
where you should be I  really don’t know. Enough together to get up and get 
out in the morning, I  suppose. ”
3.3.1.2. Willingness and Motivation
Willingness and motivation frequently surfaced as prerequisites for change in clients’ 
accounts of their experiences.
. “I  think you’ve got to be in a position where you’re ready to accept that you 
do want to do something about your position. Otherwise i t’s not going to 
happen. ”
(Jane)
“1 think you have to be at a point where you’re feeling, ‘This is it. I ’ve got to 
try and take my life by the scruff o f the neck and try and make things 
different’... i f  you just felt like, ‘I  don’t care about anything’ and you felt
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totally switched o ff from everything I  think it would be difficult to make much 
sense o f it. ”
(Sophie)
Elizabeth linked motivation to bravery, and outlined their relationship with 
commitment to change:
“One realisation is the element o f commitment and I  think that this is where 
ACT is more difficult. I f  you’ve got a level o f commitment then I  think yeah, 
i t’s really worth doing it. I f  you are committed to moving forward, trying new 
things, but more than anything being brave enough to do it. Because i t’s so 
easy to sink and think, ‘i f  I  just hide behind this I  won’t have to do this and I  
won’t have to face that, ’ whereas I  think to get the most out o f ACT, really, 
you’ve got to be able to say, ‘You know what? I  am going to take myself out o f  
my comfort zone and I ’m going to give it a go ’. ”
There was some suggestion that motivation could be inspired by the model itself, 
particularly due to the ‘newness’ of its ideas:
“normally when [my care co-ordinator] talks about courses. I ’d  shy away and 
think, ‘I  can’t ’ but I  think it was the fact that it was something new and 
something that no one had ever really heard about. It was just something 
inside that made me want to do it. ”
(Mary)
“it’s like sowing the seed that there is another way o f looking at things and i f  I  
can, you know, try and keep going then it might grow and become part o f my
(Rachel)
3.3.1.3. Stage o f ‘illness’
A  commonly recurring theme was the effect of one’s stage of illness (i.e. the amount 
of time that has lapsed since becoming unwell) on the capacity to benefit from ACT. 
Some of the participants felt that it would be better to receive the intervention soon
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after diagnosis. Mark described a decrease over the years in his ability to take in new 
material:
“You know, there probably would have been a time a couple o f years ago 
when I  would have been really focussed on the content because I  had a lot o f  
mental energy going on and it’s like I ’ve switched it all o ff ”
Mary agreed that ACT might be easier to comprehend earlier on in one’s illness, but 
suggested it could be adapted for those with more enduring needs:
“I  think i t’s harder and you need a longer group with people that have been 
ill fo r  longer. Whereas, eight weeks might be just right fo r  newly diagnosed 
people. ”
There was diversity within the theme of ‘Stage of Illness’, with some clients reporting 
that they felt better equipped to engage in ACT at present than they would have done 
earlier on:
“I  don’t necessarily think that when I  first became ill that I  was in a 
particularly goodframe o f mind to try and understand anything. I  think you ’d  
have to be in a certain stage within your illness. ”
(Vanessa)
Sophie too described having reached a point, after such a long period of difficulty, 
where she was ready to battle against depression:
“I  think I  was at a point where I  understood that i f  I  didn’t try to make things 
different, there’s no magic bullet really... What I ’m trying to say is that I  
think it can be quite helpful fo r  some people and not at all helpful fo r  other 
people, depending on where they ’re at. ”
3.3.1.4. Recognition o f Personal Responsibility for Change
Clients highlighted recognition of personal responsibility as a moderating factor in the 
process of change:
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“I  think i f  you ’re still looking to other people to have some way o f giving you 
a solution, it probably wouldn’t be so helpful. ”
(Sophie)
April admitted to looking to others to change her situation, but recognised the 
limitations of this strategy:
“I  guess I  was looking fo r somebody to say, ‘Give me all your troubles. I ’ll 
take them away from you ’. I  was hoping that I ’d  come out more positive, but 
I  realise that’s got to come from me. ”
With regard to the group, Mark acknowledged the tendency for people to rely on its 
support rather than cope alone:
“I  would have almost wanted it to have carried on fo r  a bit longer but then 
people want it to carry on forever, don’t they? And you can’t supply therapy 
to everyone for ever. ”
Elizabeth described a shift from dependence on the group to recognition of the need to 
make changes for oneself:
“Initially, when I  realised the course was coming to an end there was a sense 
o f panic and thinking, ‘Oh my goodness, how am I  going to cope? This is it, 
you ’re on your own, get on with it ’ but then after a while I  thought, ‘You 
know what? Actually I  could just do with getting back to normal and getting 
on with i t’. ”
3.3.2. Hindrances to Change
In this theme, clients postulated the factors that negatively impacted the likelihood of 
change occurring during that. Three hindrances to progress were discussed: the 
solution becoming the problem, poor memory and concentration, and a desire to 
control one’s internal experience.
3.3.2.1. The Solution Becoming the Problem
Clients described the ways in which their previous strategies for coping with 
difficulties had ultimately become problematic in their own right. April had tried to
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suppress her problems over several years but this simply resulted in her feeling 
overwhelmed by them:
“I ’d rather have periods in my life where I  just can’t remember. Blot them 
out. I  think that’s what I ’ve been doing... And it’s like everything’s been let 
out o f the attic or box or whatever and i t’s all too much to deal with. I  feel 
I ’m laden down, absolutely laden down at the moment. ”
Sophie compared ACT with second wave CBT and highlighted the way in which 
attempting to control one’s thought can lead to additional problems:
“With CBT you have to sort o f control your thinking and you ’re kind o f  
replacing one difficulty with another because then you have the problem that 
you’ve got to keep on controlling your thinking and weeding out the bad 
thoughts. ”
Rachel also found that previous therapeutic interventions had become problematic. In 
particular, she found that failure to eradicate her difficulties resulted in them being 
exacerbated:
“I t ’s quite easy to just get bogged down in it, like the other groups I ’ve done 
all o f i t’s about, ‘Oh i f  you do this then you won’t feel anxious or i f  you do 
this then you won’t feel depressed’ so as soon as you start doing those things 
and it doesn’t work it just makes you feel depressed and anxious and 
horrible. ”
3.3.2.2. Poor Memory and Concentration
Clients repeatedly commented on the effect of the symptoms of their difficulties on 
their capacity to engage. The most frequently cited problem was that of poor memory 
and concentration. Rachel found elements of the ACT group difficult to take in and 
retain and believed that this might be explained in part by her attentional deficits:
“I ’m not entirely sure whether it was the actual way the group was run or the 
content or whatever, or whether it was where I  am, sort of, mentally at the 
moment, which is in a bit o f a rocky state. So really my concentration or
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taking in or whatever maybe, you know, maybe it was me that made it 
difficult. It could have been either or a bit o f both. ”
Mark found that his limited concentration impacted his ability to engage in particular 
exercises, such as mindfulness based tasks:
“I  tried meditating the other day and I  did one day but couldn 7 the next. I  
just couldn 7 concentrate. ”
For Mary, her reduced memory since becoming depressed had a direct impact on her 
ability to apply what was learned in the ACT group in real life settings:
“Sometimes before I ’d  even got to the car I ’d  say to my husband, 1 can’t 
remember what I ’ve got to do in the homework, so i f  there was any I  can 7 
remember how to do i t’. ”
3.3.2.3. Impact o f Pain and Loss
In spite of the benefits of the ACT intervention, many of the clients found the group to 
be a very painful experience. At times, the impact of facing up to difficult realities 
proved too difficult and hindered clients’ abilities to engage:
“I  was in a right old state and that’s because it churned up thoughts, sorry, 
instances in my life that I ’ve put behind in my head because i t’s too painful to 
even try and talk about them. Even think about them. And that unsettled those 
thoughts, and that’s been very difficult fo r  me. ”
(Vanessa)
Jane found some of the exercises designed to help identify values particularly 
difficult, as “actually writing it down kind o f brought home to you how much yo u ’ve 
lost and how bad everything is ”. In addition, April found that even positive aspects of 
the group format, such as forming friendships with other members, could stir up 
reminders of what had been lost as a result of her difficulties:
“It was a nice feeling and it made me sad as well that I  thought, 7 could 
potentially have three new friends but I ’ve also potentially lost 20 friends that 
have given up trying ‘cause I ’ve been so despondent or unresponsive ’. ”
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3.3.2.4. Desire to Control Internal Experience
Those clients who described a desire to control their internal experiences, such as 
thoughts and feelings, struggled with the process of acceptance. Mark appeared to 
regard his difficulties with a degree of ambivalence. Although he had a strong 
awareness of his problems, he was reluctant to truly accept them:
“I  do accept that I ’ve got a condition but then part o f me doesn’t really want 
to accept it. ”
April left the group with a sense of disappointment, as she had hoped that it would rid 
her of her difficulties. She did, however, recognise that this was not the aim of ACT, 
and that her expectations were unlikely to result in positive changes:
“I  actually wanted it to go away. I  didn’t want it to be there. And obviously 
that’s not what happened and it wasn’t the intention for it to happen. I ’m 
kind o f asking fo r the impossible, I ’m looking fo r magic, wanting somebody 
to erase parts o f my memory, I  guess and take away all the bad stuff. And 
even perhaps reverse some o f the bad stuff, which is just impossible. I t ’s just 
not possible. ”
3.4. Outcome o f Credibility Checks
As previously mentioned {Method p. 162), an independent auditor conducted 
credibility checks on the validity of themes. In general, the interpretations of the data 
were agreed but in some cases the researcher’s original themes were queried or further 
elaborated on. Developments of these corrections were included in the final analysis. 
For example, the original theme, ‘Acceptance as a method of coping with difficulties’ 
was further developed by the auditor. They highlighted that not only was acceptance a 
means of coping, but it was consistently described as offering an alternative to 
previous, unsuccessful strategies. After re-reading the transcripts, the researcher 
agreed that this was a more meaningful interpretation, as it highlighted the ‘newness’ 
of ACT in comparison to other therapies. In addition, the analysis originally included 
two additional master themes, ‘The Nature of ACT’ and ‘Nature of Coping and 
Change’. However, collaboration between the researcher and her supervisors resulted
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in the relevance of these to the research topic being called into question. 
Consequently, the superordinate themes that were felt to be relevant to processes of 
change in ACT were incorporated into the three master themes outlined above.
Thematic analysis of the research diary and interviews generated key themes of 
‘desire to produce clinically meaningful results’, ‘seeking to explore participants’ 
experiences of ACT’, ‘prior clinical experience of ACT’ and ‘distinguishing between 
therapy and research’. These themes and the effect they may have had on the analysis 
were discussed in supervision and further reflected upon during the write-up of the 
research (see Method p. 160).
A focus group was held in which results of the data analysis were fed back to the 
participants. Of the eight that were invited, four opted to attend the session. Attendees 
were invited to comment on the themes that emerged from the data and in addition 
completed a feedback form. Participants were asked to comment on themes that they 
found difficult to relate to, as well as those that particularly resonated with them. 
However, all four clients found the themes to accurately represent their experiences 
and none were identified as being incongruent. Comments included, “I  thought the 
themes matched my experiences o f the ACT group”, “Pretty much ditto o f what was 
said today was how I fe lt” and “It was interesting because it did reflect my experience 
o f the ACT group and it was helpful to be reminded o f the different aspects ”. The only 
criticism received by a participant was that “making the themes a little simpler would 
be beneficial”. However, this was countered by another comment which said, “it was 
nice that the results weren’t ‘dumbed down’, that we were treated as being as 
intelligent as normal people ”. The researcher reflected on this feedback and decided 
that, while the themes were suitable for an academic audience, she would be careful to 
be inclusive but not patronising when writing the final feedback letter to participants.
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4. Discussion
4.1. Summary o f Findings
This study set out to explore clients’ experiences of change during an ACT group for 
anxiety and depression. Eight individuals were interviewed, all of whom had 
experienced severe and enduring mental health difficulties and had received input 
from community mental health services. Analysis of the transcripts using IPA 
identified three master themes in the clients’ accounts.
4.1.1. What are clients ’perceptions o f the mechanisms o f change in ACTfor anxiety 
and depression?
The first master theme generated from clients’ accounts of their experiences in the 
group related to the model-specific processes of change in therapy. Within this 
category, eight key processes were identified, namely acceptance; developing values; 
changing one’s relationship with thoughts, mindfulness, changing behaviour, defining 
the self and experiential learning.
‘Acceptance’ encompassed clients learning to live alongside their difficulties and to 
reconsider the coping strategies they had previously employed. This appeared to 
involve a conscious identification of ‘the way things are’ -  it seemed that one really 
needed to face up to one’s situation in order to truly accept it. The process of 
acceptance appeared to be an ongoing one, with a sense of ‘taking one’s experiences 
with you’. In addition, the use of acceptance as a means of responding to difficulties 
seemed to be related to acknowledgement of the failures of previous coping strategies. 
Acceptance was put forward by clients as an alternative rather than an addition to 
other styles of coping.
‘Developing values’ seemed to incorporate a two-part process. Living with anxiety 
and/or depression had resulted in some of the clients losing sight of what they most 
valued or considered important. Therefore, initially the ACT intervention served to 
help these individuals see that they did in fact hold values. Once this had been 
achieved, there was a secondary process of identifying the content of one’s own 
personal values. Recognition of having values was sometimes aided by looking back 
at who the individual was prior to becoming unwell. In contrast, looking towards a 
desired future allowed clients to identify what they hoped to achieve from life and
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therefore what they truly valued. Once identified, values served as an ongoing guide 
for clients, enabling them to distinguish between helpful and unhelpful behaviours.
Clients described a process which appeared to involve reducing the power that 
thoughts had over them and viewing thoughts as separate from the self. The shift 
seemed to be linked to acceptance and defining the self (see below) and was aided by 
clients visualising their thoughts and difficulties. This process of visualisation had the 
capacity to affect clients’ mood and this in turn could result in changes in behaviour.
Clients’ accounts of the process of ‘Mindfulness’ encompassed them directing their 
attention and concentration in a particular way. Specifically, they focussed on the 
present moment, rather than their perceptions of the past or future. Attention could be 
paid to one’s surroundings or a particular activity, but ultimately clients portrayed a 
sense of not letting one’s thoughts ‘run away’ or distract them. Concentration was 
identified as key in the process of mindfulness, and therefore an inability to 
concentrate acted as a barrier to success.
‘Changing behaviour’ involved a number of strategies. Firstly, there was a shift in the 
focus of what was to be controlled from one’s internal experience to one’s behaviour. 
Resisting the urge to fight ‘bad’ thoughts and feelings allowed clients to increase their 
engagement in helpful activities. The second strategy related to goal-setting and saw 
individuals making small, realistic plans. They were appreciative of each goal they 
managed to achieve, which had a positive impact on self-esteem. Similarly, clients 
made plans that were designed to make their lives more workable, taking into account 
what could and could not be changed.
Clients described a process of ‘defining the self over the course of ACT. This 
ultimately seemed to entail their making a distinction between the ‘self and their 
experiences and difficulties. Whereas the latter two concepts are transient, the self was 
seen as having a sense of permanence.
The final two processes generated from the transcripts were ‘experiential learning’ 
and ‘identifying personally relevant aspects of the ACT model’. While the previous 
processes may arguably be viewed as outcomes in addition to mechanisms of change 
(e.g. through the process of acceptance one becomes accepting), the latter two are
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strictly procedural in nature. In particular, experiential learning was the process by 
which clients were able to make many of the changes already mentioned and involved 
the use of practical exercises in which principles of ACT were employed. The result 
was a sense of leaming-by-doing rather than through a more educational delivery.
Though not covered in detail in the results, clients described a number of general 
features that may have impacted on the process of change in Master Theme 3, ‘Non- 
Specifics of Therapy’. While Master Theme 1 can be viewed as detailing what 
occurred in therapy. Master Theme 3 appeared to relate more to the therapeutic 
context for change (i.e. how the therapy was conducted). This included both group 
factors and therapist characteristics. Group therapy was described as having a 
normalising effect on clients’ difficulties, as they were able to relate to others with 
similar experiences. Attendance at the sessions resulted in reduced isolation and a 
sense of purpose, as it gave clients an incentive to put changes into practice. Group 
factors that were seen as influencing the helpfulness of the experience were the size of 
the group, the number of sessions and the effects of missing sessions. Clients’ 
experiences of the facilitators were widely positive, with them appreciating qualities 
such as being inclusive and respectful, and taking a non-judgemental stance.
4.1.2. What do they identify as the aids and possible barriers to change in ACTfor 
anxiety and depression?
The second Master Theme encompassed clients’ perspectives on the ‘Aids and 
Hindrances to Change in ACT’. Four elements were identified that appeared to 
moderate the degree to which individuals responded to the treatment. The first was 
‘current state of mind’ and it was suggested that a particular mental state was required 
for optimal engagement in the group. Secondly, ‘willingness and motivation’ were 
highlighted as pre-requisites for engagement in ACT. Another factor which seemed to 
impact the process of change was ‘stage of illness’, although there was some variation 
regarding clients’ views on when ACT might be most helpful. Finally, the degree to 
which individuals possessed ‘recognition of personal responsibility for change’ 
appeared to affect the degree to which they engaged with the ACT model.
In addition to potential moderators of change, clients described four factors which 
they thought hindered the process of change in ACT. The first, ‘the solution becoming 
the problem’, related to the ways in which their previous coping strategies had become
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problematic (e.g. trying and failing to ‘get rid’ of anxiety exacerbated anxiety). Whilst 
acceptance offered an alternative solution (see above section on processes of change), 
clients who persevered with unhelpful strategies became stuck and less likely to 
change.
The second hindrance to change outlined by clients was ‘poor memory and 
concentration’. The presence of such difficulties, which are common in both anxiety 
and depression, limited clients’ abilities to take in and retain information or to engage 
in practical exercises. Whilst this is arguably generalisable to all therapeutic 
modalities, it is of particular interest in ACT, given the role of attention and memory 
in its core processes, e.g. mindfulness.
Clients found the ACT group to be a very painful experience, which required them to 
attend to the reality of what had been lost (literally and figuratively) as a result of their 
difficulties. Deliberately bringing their focus to their anxiety and depression brought a 
lot of discomfort to the surface, and unveiled thoughts and memories that some clients 
had fought to suppress for many years. Whilst an aim of ACT is for people to learn to 
tolerate discomfort and previously unwanted thoughts and feelings, it is essential for 
therapists to offer containment and full support throughout this process.
The final factor identified as hindering change in ACT was a ‘desire to control one’s 
internal experience’. This was seen as being particularly problematic in the process of 
acceptance. However, one could also hypothesise that it would impact the capacity to 
make ACT-specific behavioural changes, which rely on shifting the focus of control 
from thoughts and feelings to behaviour.
4.2. Theoretical Implications
4.2.1. The Role o f Specific and Non-Specific Therapeutic Factors in the Process o f  
Change
There is a long-standing debate regarding the importance of specifics versus non­
specifics of psychotherapy. One camp believes that the latter are necessary and 
sufficient for change, particularly the relationship factors and increased hope of the 
client (Rogers, 1946; Strupp & Hadley, 1979). The other camp is of the opinion that 
non-specifics are common factors, but that they account for little variance in
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therapeutic outcomes, and technique is the true cause of therapeutic change (Bergin & 
Garfield, 1994).
In the current research, clients described both non-specific and specific factors of the 
ACT intervention. These can be seen as mapping onto the existing literature as the 
former were related to the context of the therapy whereas the latter referred to model- 
specific techniques. The transcripts showed that clients’ descriptions of specific 
therapeutic factors were richer, more frequent and more detailed than for non­
specifics. This may indicate that, at least in the case of ACT, technical strategies are 
instrumental in the process of change. However, the research set out to identify the 
particular change processes that occurred in ACT and therefore it is also possible that 
the research interview questions were biased towards highlighting specific factors of 
the model. In addition, the researcher may subconsciously have paid more attention to 
these accounts, for example asking more follow-up questions for clarification.
Another possibility is that the discrepancy between specific and non-specific factors is 
subjective rather than grounded in a ‘true’ reality. Thus, the process of change would 
be expected to encompass an intricate interaction of these features. The participants’ 
accounts offer support for this hypothesis. For example, the use of smaller groups 
(non-specific) allowed clients to feel more at ease and to share experiences or take 
part in experiential exercises (specific), which in turn aided the acquisition of skills 
such as mindfulness (specific).
4.2.2. Implications for Theories o f the Mechanisms o f Change 
The six core processes in ACT put forward by Hayes, Strosahl, Bunting et ah, 2004 
were described in the Introduction section (pp. 142-144). Throughout the literature, 
this is humorously referred to as the ‘hexaflex’ model, and can be demonstrated 
diagrammatically (see Figure 1.).
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Figure 1. The Hexaflex (Rayes, 2010)
The results of the present study can be considered to provide support for this model, as 
six of the eight processes (excluding ‘experiential learning’ and ‘identifying 
personally relevant aspects of the ACT model’) can be readily mapped on to the 
concepts.
Acceptance: Acceptance in ACT is not an end-goal, but rather a mechanism by which 
to increase value-driven behaviour. It involves actively and deliberately embracing 
what cannot be changed. In the clients’ accounts of their experiences, acceptance of 
current circumstances and personal difficulties was often coupled with a sense of 
‘moving on’ and ‘taking things with you’. What they were moving on to was a desired 
future that was governed by what they perceived to be truly meaningful.
Cognitive Defusion:ln the literature, cognitive defusion is described as a process of 
altering the functions of thoughts and other private events, such as emotions and 
physiological sensations, rather than their form, frequency or duration. The result of 
defusion is often a reduction on the power or believability of private events. This
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could be observed in the superordinate theme, ‘diminishing the power of thoughts’, in 
which clients described recognising thoughts as ‘just thoughts’ and a decrease in the 
impact that they had on their behaviour. This was done, in many cases, by a process of 
visualisation, which allowed clients to look at their thoughts, rather than from  them.
Being Present: Continuous, non-judgemental contact with internal and external events 
is promoted in ACT. The aim of this is to achieve present moment awareness, as 
opposed to allowing one’s behaviour to be governed by a fixation with the past or the 
present. Clients in the present study highlighted their sense of ‘being present’ through 
the use of mindfulness techniques. This allowed them to pay attention to their 
experiences in new, more focussed ways, and make controlled decisions about the 
manner in which they chose to attend to their thoughts.
Self as Context: In ACT, individuals are introduced to the concept of self as context, 
in which there is a permanent and secure ‘I’ from which experiences occur, but which 
is separate from those experiences. The clients that attended the present ACT group 
described a similar process of ‘defining the self, in which a clear discrepancy was 
made between their ‘selves’ and their difficulties and personal events. As noted 
previously, the latter were regarded as being transient in nature, whereas the self was 
regarded as possessing permanence.
Defining Valued Directions: The process of clarifying one’s values is described in the 
ACT literature as taking “a look at what gives our lives meaning, to look for the larger 
possibilities that dignify our struggles and can guide constructive action” (Luoma et 
a l, 2007, p.21). In the master theme, ‘Developing Values’ clients, once they had 
recognised that they held values, described a similar process of identifying what was 
most important to them in lives. This, in some cases, involved actively looking to the 
fiiture, towards some ‘bigger picture’ to provide guidance and clarity about what was 
truly desired. Once clients had identified their personal values, they were able to use 
them in an ongoing manner to guide their behaviour and make decisions about the 
direction in which they (figuratively) wished to travel.
Committed Action: The final process relates to behavioural changes and effective goal 
setting. Behaviours that are in accordance with one’s values are particularly 
encouraged. This was encapsulated in clients’ accounts of ‘values as a compass for
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behaviour’, as described above. In addition, the superordinate theme, ‘changing 
behaviour’, demonstrated clients’ attempts to shift the focus of their control from 
internal experiences to external behaviour and to set realistic, achievable goals for 
themselves.
A number of the quantitative process studies in the ACT literature are interested in 
whether change occurs via different mechanisms to those of other interventions, 
particularly GET (Forman, 2007; Lappalainen et a l, 2007; Zettle & Hayes, 1986; 
Zettle et a l, 2009). Generally, ACT has been shown as being better at improving 
psychological flexibility and decreasing avoidant coping strategies, whereas CET 
better improved self-confidence (Ciarrochi, 2009). This offers support for the notion 
that the two models work via different processes.
Consideration of the findings of the present study might suggest that a more complex 
interplay of change processes occurs during therapy. The researcher has observed that 
a number of the key processes described by participants appear similar to techniques 
employed in other psychotherapies. In particular, the visualisation techniques and 
separation of the self from one’s difficulties shares features with externalisation in 
Narrative Therapy (White & Epston, 1990); mindfulness is a key feature of both 
MECT and DET, and the commitment to activities in spite of unwanted thoughts 
and/or feelings observed in ‘committed action’ has similarities to exposure techniques 
in CET. It is possible therefore, that ACT works via some even if not all of the same 
mechanisms of other common interventions. This, if true, would have implications for 
theories of specifics and non-specifics of therapy (as described above), which 
traditionally view shared characteristics of models to be interpersonal and contextual, 
rather than technical, in nature.
Consideration of qualitative studies of change processes in other psychotherapeutic 
interventions may shed some light on the matter. Although research of this nature is 
sparse. Table 1. shows a comparison of the change processes identified thus far in the 
literature.
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Table 1. Qualitative Studies o f Change Processes in Psychotherapy
Reference Qualitative
Method
Employed
Intervention
Studied
Change Processes Identified
Christensen et al. 
(1998)
Constant
Comparison
Method
Couples Therapy • Changes to affect
•  Changes to communication
• Changes to cognition
Borrill & Iljon 
Foreman (1996)
Grounded Theory CBT for fear o f  
flying
• Establishing the therapeutic 
relationship
• Tolerance o f anxiety
• Rational thinking
• Facing up to fear
• Trusting and being trusted
• Joining the club
Mason & 
Hargreaves 
(2001)
Grounded Theory MBCT for 
depression
•  Coming to terms
•  Group support and identification
•  Discovery/’surprise’
•  Relaxation
•  Skills
• Accepting attitude
• ‘Warning bells’
• ‘Bringing it into every day’
Messari & 
Hallam (2003)
Discourse
Analysis
CBT for 
psychosis
• CBT as a healing process
• CBT participation as compliance 
with the powerful medical 
establishment
•  CBT as an educational process
•  CBT as a respectful relationship 
between equals
On the surface, some of the processes identified here bear similarities to those 
highlighted in the current research, for example, ‘tolerance of anxiety’ in CBT for fear 
of flying. However, a closer investigation of the findings reveals that the function of 
allowing physiological symptoms of fear in CBT was to alter cognitions about the 
consequences of anxiety. This is in contrast with ACT, which does not aim to alter 
physical sensations or the content of cognition, but to allow them in the service of 
increasing value-driven behaviour. Similarly, the process of ‘facing up to fear’ in 
CBT bears some resemblance to the changes identified in ACT, as both involve 
actively engaging in experiences without the use of distraction or disengagement. 
However, the alternative strategies employed in the CBT intervention relied on 
experiences of mastery, rather than more ACT-specific techniques such as 
mindfulness.
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In the study of change processes in couples therapy, whilst the focus was primarily on 
altering thoughts, feelings and communications -  which has little in common with 
ACT -  clients did identify some changes in the way in which they thought as well as 
the content. However, this was primarily related to seeing things from other people’s 
perspectives rather than, for example, recognising thoughts as thoughts or visualising 
difficulties.
The intervention which seemed to have most in common with ACT with regard to 
change processes was MBCT. For example, participants described developing skills in 
mindfulness, acceptance and living in the moment. In addition, there was some 
variation in the degree to which people engaged with different elements of the model, 
perhaps suggesting that MBCT is also an intervention with many potentially 
beneficial aspects. As MBCT and ACT are both third wave behavioural therapies, it is 
perhaps not surprising that they are demonstrated as working through similar 
processes. This finding may, however, provide further validity of the models, and 
indeed their focus on second-order changes.
In addition, the current research appeared to have more processes in common with 
those studies which focussed on interventions for anxiety or depression (MBCT and 
CBT for fear of flying). This may say something about the limited generalisability of 
findings from qualitative research to client groups other than those being studied. This 
is evidenced further by the lack of commonalities between the studies of CBT for 
psychosis and fear of flying. It is also worth noting that these two studies employed 
different qualitative methods, which may account for the different elements of the 
model identified. This highlights the importance of using a range of methodologies 
when investigating a phenomenon.
4.3. Clinical Implications
The processes of change that were described by clients were consistent with those 
proposed in the ACT literature (Hayes, Strosahl, Bunting et a l, 2004). This, coupled 
with the use of a real-life setting and sample, provides support for the ecological 
validity of this intervention. The study allows an in-depth insight into the experiences 
of people with severe and enduring mental health difficulties who have previously 
tried many strategies in order to cope. ACT was seen by clients as offering new ideas
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and perspectives, as well as alternative strategies for living with unwanted thoughts 
and feelings. For this reason, the study offers support for the application of ACT in a 
CMHT setting. Clinicians should be forthcoming in their consideration of this 
intervention for clients, particularly those with whom other interventions have been 
unsuccessful.
In addition to providing information about the specifics of ACT techniques, the data 
encompassed clients’ perspectives on the ideal therapeutic context for change. This 
included feeling as though one’s experiences were valid and listened to, receiving 
support from therapists and like-minded others, and acquiring a sense of purpose from 
therapeutic engagement. Therapists should use their skills and training to provide this 
environment, where possible, for their clients. Recent guidelines have made similar 
recommendations regarding the generic competencies required to deliver 
psychotherapies (Lemma et a l, 2009; Roth, Hill et a l, 2009; Roth & Pilling, 2007; 
Roth, Pilling et a l, 2009).
The findings also highlighted the multi-faceted nature of the ACT model. The six core 
processes are related, yet not dependent on one another. There do not appear to be any 
stated causal relationships between these mechanisms of change, and therefore they 
can occur in isolation, or in any combination. In their narratives, clients talked about 
picking the elements of the model that resonated with them on a personal level, and 
felt that even if they only took one thing from the intervention, it would feel enough. 
Based on these results, clinicians should be mindful of this and seek regular feedback 
from their clients about the helpful aspects of therapy. The ACT model is based on a 
philosophy, from which techniques are developed. It is not a prescriptive intervention, 
and for this reason can be readily tailored for the individual. There may be less scope 
for this in group settings, but clinicians should ensure that they provide even coverage 
of the six processes and, again, actively encourage feedback from their clients.
4.4. Critical Evaluation and Implications fo r  Future Research
4.4.1. Limitations o f the Study
The eight clients that participated in the research cannot be seen as representing all 
individuals with severe and enduring anxiety and/or depression, or indeed all 
individuals who have received ACT. Qualitative research does not seek to generalise
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its findings to the wider population (Lyons & Coyle, 2007). Instead, the aim is to 
obtain a rich analysis of a small number of participants’ accounts. In IPA, the results 
of the analysis are a combination of the meaning-makings of both the participants and 
the researcher. In addition, it is possible that those clients that opted into the study 
may have been motivated to do so by a particularly positive or negative experience of 
the group. Any conclusions drawn from this study, therefore, are specific to this group 
of participants and the researcher, and one must be cautious about generalising more 
widely. However, the generation of related themes within a sample may be applicable 
to others from a comparable group (Smith & Osborn, 2003). It is therefore hoped that 
the findings will contribute to a greater understanding of the processes of change that 
occur in ACT. With regards to contributing towards the generation of a theory, the 
present study may be viewed as providing information at the level of phenomenon 
observation. From this, it is possible to generate hypotheses that can be tested in 
further studies with more representative samples. Although the advantages of IPA 
over grounded theory for the present study were outlined in the Method section, the 
author acknowledges that the latter approach would have better allowed a model of 
change to be constructed and this in turn would have allowed the findings to be 
generalised more broadly. Smith et al. (2009) argue that an IPA study can be 
developed and carried forward to form a grounded theory study and this is something 
that the author plans to consider, should the practicalities of theoretical sampling 
allow.
While the use of semi-structured interviews appeared helpful in allowing participants 
to speak freely about their interviews, the sole reliance on this method of data 
collection is a potential limitation on the study. The retrospective nature of the 
interviews relied on the participants’ memory of therapy over time. As many of the 
clients commented on the deficits in their memory and concentration (see Master 
Theme 2), it is possible that their accounts of the process of change in therapy may not 
match actual events. An alternative method that may have been employed is 
Interpersonal Process Recall (IPR; Elliott, 1986), which seeks to identify significant 
events in therapy over the course of an intervention. However, IPR usually 
incorporates the experiences of therapists and sometimes observers, as well as those of 
clients. As the facilitators of the ACT group were invested in the research project and
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the design of the group protocol, their participation in the study may be subject to 
biases. The use of IPA yielded rich accounts of clients’ experiences but the findings 
should be considered alongside studies which employ alternative designs that access 
different and complimentary data about the processes of change in therapy.
Although the focus of the present study was on process rather than outcome in ACT, it 
is arguable that inclusion of quantitative outcome measures may have beneficial. This 
may especially be true of ACT-specific process measures. Although a range of such 
tools were used to evaluate the group, the author elected to omit them from the present 
study. This was in part to highlight the need for a qualitative account of change from a 
service user perspective, which the study sought to address. In addition, it was felt that 
due to the small sample size, quantitative analysis could only be achieved at a 
descriptive level and would not be generalisable to the wider population. For this 
reason, the measures were analysed and reported at the level of service evaluation by a 
first year trainee clinical psychologist. The author does, however, appreciate that 
inclusion of the measures in the present study may have allowed inferences to be 
made about the relationship between quantitative and qualitative measures of change. 
Additionally, this may have better enabled readers to contextualise the themes that 
emerged from the research.
On a similar note, following data analysis the author recognised that the demographic 
information provided about participants was too limited. Specifically, it was felt that 
the following information would allow readers to better contextualise the findings:
• Number of years in the CMHT/mental health services
• Number of episodes of depression/anxiety
• Duration of current episode of depression/anxiety
• Number of episodes of previous psychological therapy/previous CBT
Unfortunately, the ethical approval granted to the author was for the use of the 
specific demographic information sheet used, and for a specific amount of contact 
with participants (initial meeting, interview and feedback of findings). Access to client 
records at the CMHTs was not permitted. For these reasons, the author was unable to
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acquire the above information retrospectively and its absence remains a limitation of 
the study.
4.4.2. Research Quality
Elliott et aVs  (1999; see Method pp. 159-160) guidelines for evaluating qualitative 
research will be re-visited here:
Owning one’s perspective: The researcher’s interest in ACT, based on her own 
clinical experiences, led her to enter the research process with the assumption that the 
intervention was a validating and helpful one. In order to counter any biases that may 
arise from this assumption, she received regular supervision from both a field and 
academic supervisor. In addition, she provided a self-reflexive account of what she as 
an individual brought to the study (see Method p. 160) and made use of a range of 
reflective credibility checks.
Providing credibility checks: A range of techniques were employed in order to 
maximise the credibility of the findings, as outlined in the Method (pp. 161-162) and 
Results (p. 184) sections. These served to attenuate possible biases of the researcher 
and corrections or elaborations to the original analyses were made where appropriate. 
One criticism of the checks used is the reliance on other psychologists to audit the 
data. Other professional groups, or indeed service users, may have brought different 
ideas and perspectives and so would have been helpful to consult in the evaluative 
process.
Coherence: Elliott et al. (1999) suggest that data should be presented in such a 
manner that it provides a story, framework or underlying structure for the 
phenomenon of interest. To achieve this, the findings of the present study have been 
categorised into broad master and specific superordinate and subordinate themes. 
These themes have then been expanded upon and discussed in order to provide a 
narrative of their meanings.
Accomplishing general versus specific research tasks: The specific task of the 
research was to explore clients’ experiences of change and their perspectives on the 
underlying processes in ACT for anxiety and depression. All clients that were referred 
for the group were assessed and all that met the criteria for the study were invited to
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attend the group and subsequently take part in the research. The majority of 
individuals who were invited to participate consented to do so, resulting in rich and 
diverse accounts of experience. As previously mentioned, it is reasonable to question 
whether those who opted in (or out) of the study found the intervention particularly 
helpful or unhelpful. However, the perceived helpfulness of ACT was varied in this 
sample. A more general aim for the research was to expand upon what has already 
been highlighted in the literature about the processes of change in ACT. Again, the 
accounts provided by participants allowed hypotheses to be drawn regarding this 
issue. However, the limitations of extending the findings to other contexts have been 
acknowledged.
Resonating with the reader: It is hoped that the clarity with which the material has 
been presented - including the use of verbatim examples as well as the researcher’s 
own interpretations - will resonate with the reader as sufficiently representing the 
phenomenon under investigation. In addition, the researcher is hopeful that the 
findings are relatable from the perspectives of those who have received ACT for 
anxiety and depression, or even those with other difficulties. Responses to discussions 
with both the participants and other mental health professionals has so far been 
positive, indicating that researchers and clinicians are likely to find elements of the 
study relevant to their work. A written summary has been sent to all participants, in 
order to further disseminate the results (Appendix T).
4.4.3. Future Research
The current investigation has raised a number of important challenges for future 
research. The first of these comes in response to the portrayal of ACT as a multi­
faceted model, from which not all elements will necessarily be employed by clients. 
Specifically, quantitative studies of change processes should measure all of the key 
processes, rather than just increased acceptance and engagement in value-driven 
action (as measured by the AAQ). This is particularly true when investigating whether 
ACT works via different mechanisms to other interventions, as it will allow 
researchers to identify which, if any, of the processes are shared. Ciarrochi & Bilich
(2006) compiled a package containing ACT-relevant process measures and a full 
range of these should be selected, subject to reliability and validity. In addition.
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Chantry (2008) developed the ACT ADVISOR, a measure which seeks to assess all 
six tenets of the hexaflex.
In the realm of qualitative research, additional studies should be undertaken in order to 
further understand the processes of change from the perspectives of those who receive 
it. In particular, other methodologies should be employed, such as IPR to access data 
from a different perspective and Grounded Theory to aid development of a more 
widely applicable theory. In addition, it may be useful to use IPA with other samples 
(e.g. individuals with other mental health diagnoses or from a health psychology 
service) in order to gain some understanding about whether the same processes can be 
observed in different settings.
Finally, studies of the effectiveness of ACT as a model to treat anxiety and depression 
should consider the moderators of change highlighted in this research. It would be 
beneficial to measure these prior to and during intervention to assess their affect on 
outcome in a quantifiable manner. For example, psychometric tests of attention, 
memory and concentration might be employed to investigate the degree of their affect 
on the capacity to benefit from ACT.
4.5. Conclusions
The aim of this study was to carry out a qualitative exploration of clients’ experiences 
of change in an ACT group for anxiety and depression. The research involved intense 
analysis of interviews with eight clients from a CMHT population. Hypotheses 
regarding not only the processes of change that occur during ACT, but the factors that 
influence the likelihood of change occurring, were drawn from the data. In addition, 
the findings suggested that a complex interaction between (model) specific and non­
specific factors underlies therapeutic change in ACT.
The research has implications for theory, practice and research. In particular, future 
researchers should consider the moderators as well as the mediators of change in 
ACT, when measuring process and/or outcome. It is hoped that the hypotheses 
generated from the results of this study will lay the foundation for further studies and, 
ultimately, a wider understanding of ACT as a therapeutic intervention.
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Appendix A: Account o f literature search
The Association for Behavioral and Contextual Science’s (ABCS) online learning and 
research community (found at www.contextualpsvchologv.org) allows its members to 
access Full Text publications relevant to the following:
ACT: Conceptual 
ACT: Empirical
Behaviour Analysis: Conceptual 
Behaviour Analysis: Empirical 
Contextualism
Contextual Methodology and Scientific Strategy 
Education: Conceptual 
Education: Empirical 
Other Third-Wave Therapies: Contextual 
Other Third Wave Therapies: Empirical 
Professional Issues in Contextual Behavioural Science 
RFT: Conceptual 
RFT : Empirical
The author read all of the abstracts for articles under the headings, ACT : Conceptual, 
ACT: Empirical and RFT: Conceptual. Full-text articles were downloaded and read in 
details for those studies that were of relevance to the current research.
Although the ABCS website is updated regularly and contemporary research 
uploaded, the author conducted an additional literature search to ensure thorough 
coverage of the existing research body. See Table 1. for an account of the databases, 
search terms and filters employed.
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D atabase Search term  1 Search 
term  2
Total Peer
reviewed
Of
interest
Filtered how
1 Psych INFO Acceptance and
Commitment
Therapy
367 217 110 Filtered by Subject 
‘Acceptance and 
Commitment 
Therapy’
2 Psych INFO Change
processes (and)
Therapy 203 128 52 Filtered by Subject: 
Major Heading 
‘Psychotherapeutic 
Processes’
3 Psych INFO Severe and 
enduring (and)
Therapy 56 40 40
4 Psych INFO Severe and 
enduring (and)
Mental
health
134 98 98
5 Psych INFO Severe and 
enduring (and)
Mental
health
services
64 51 32 Filtered by Subject 
‘Mental Health 
Services’
6 PBSC Acceptance and
Commitment
Therapy
35 35 15 Filtered by Subject 
‘Acceptance and 
Commitment 
Therapy’
7 PBSC Change
processes (and)
Therapy 23 22 22
8 PBSC Severe and 
enduring (and)
Therapy 9 8 8
9 PBSC Severe and 
enduring (and)
Mental
health
43 36 36
10 PBSC Severe and 
enduring (and)
Mental
health
services
15 14 14
11 PsycARTICLES Acceptance and
Commitment
Therapy
14 N/A 6 Filtered by Subject 
‘Acceptance and 
Commitment 
Therapy’
12 PsycARTICLES Change
processes (and)
Therapy 31 N/A 17 Filtered by Subject 
‘Psychotherapeutic 
Processes’
13 PsycARTICLES Severe and 
enduring (and)
Therapy 2 N/A 2
14 PsycARTICLES Severe and 
enduring (and)
Mental
health
2 N/A 2
15 PsycARTICLES Severe and 
enduring (and)
Mental
health
services
0 N/A 0
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Appendix B: NHS Research and Development (R&D) Committee and Research and 
Ethics Committee (REC) approval
NHS Foundation Trust
03 June 2009
M. Orchard
Dear Mel
Re: What works for whom?: A qualitative study of the change processes in 
Acceptance and Commitment Therapy for anxiety and depression
Thank you for sending the R&D Committee the above study.
It is noted that, for this study your field supervisor is Dale van der Watt and your academ ic 
supervisor is Dr Mary John and that this study has received ethics approval from the 
Research Ethics Committee, ref. 09/H1109/44 dated 09 April 2009.
The Trust grants approval for this study a s  proposed.
You are required to submit a  quarterly report to the R&D Committee on this project and I will 
email you the template for your records.
I wish you well with your project.
Yours t r ^ l j f / / /  /
R&D Facilitator
On behalf of the R&D Committee
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Research Ethics Committee
9 April 2009
M iss MfilanÎA O rrh a rd
Dear Miss Orchard
Full title o f  study: What works for whom ?: A qualitative study o f the
change p r o c esse s  in A cceptance and Commitment 
Therapy for anxiety and depression  
REC reference number: 09/H1109/44
The Research Ethics Committee reviewed the above application at the meeting held on 07 
April 2009. Thank you for attending to discuss the study.
Ethical opinion
The following issues were discussed:
1. Members asked whether the potential participants will be offered treatment 
regardless of whether or not they will be in the study. You explained that they would 
all receive treatment and in addition, patients would be invited to join the group and 
the study.
2. Members asked who will running the groups. You explained that the Clinical 
Psychologists would be running the groups and that you would have no involvement.
3. The Committee pointed out that the flowchart showed a focus group but it was not 
shown on the Patient information Sheet. You explained that the IPA recommend a 
focus group but it will be voluntary to attend.
The members of the Committee present gave a favourable ethical opinion (with 
conditions) of the above research on the basis described in the application form, protocol 
and supporting documentation, subject to the conditions specified below.
Ethical review o f research s ite s
The Committee agreed that all sites in this study should be exempt from site-specific 
assessm ent (SSA). There is no need to submit the Site-Specific Information Form to any 
Research Ethics Committee. The favourable opinion for the study applies to all sites 
involved in the research.
An advisory com m ittee tc
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Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
Management permission at NHS sites ("R&D approval") should be obtained from the 
relevant care organisation(s) in accordance with NHS research governance arrangements. 
Guidance on applying for NHS permission is available in the Integrated Research 
Application System or at http://www.rdforum.nhs.uk.
Other conditions specified bv the REG
1. Question A49-2 of the Application Form needs further clarification as it states that 
consent will not be sought to contact the GP, however, the Consent Form clearly offers a 
section asking for Patient consent to contact their GP.
2. Question A26 of the Application Form states that there will be no risk to the researcher. 
The Committee needs confirmation that the Lone Worker Policy will be in place if interviews 
are to be conducted in a Patient's home.
3. On the Patient Information Sheet, under "Who has reviewed the study?' the reference to
needs to be amended
to
Approved documents
The documents reviewed and approved at the meeting were:
\ Document Version Date
1 Flowchart 1 17 March 2009
[supervisor CV
1 Participant Consent Form 1 05 February 2009
[participant Information Sheet 1 05 February 2009
[GP/Consultant Information Sheets 1 05 February 2009
{Letter of invitation to participant 1 05 February 2009
[interview Schedules/Topic Guides 1 05 February 2009
[compensation Arrangements 21 July 2008
I Peer Review
1 Summary/Synopsis 1 05 February 2009
[protocol 2 17 March 2009
[ Investigator CV 17 March 2009
[Application 2.0 17 March 2009
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
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Statement of compliance
The Committee Is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Website >  After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies vrith a favourable opinion, including:
• Notifying substantial amendments
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which Is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that w e consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referenceqroup@nres.nDsa.nhs.uk.
09/H1109/44_____________________ Please quote this number on all correspondence
With the Committee’s  best wishes for the su ccess of this project 
Yours sincerely
ri{ Chair
Email:
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments 
“After ethical review -  guidance for researchers"
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Appendix C: University o f Surrey Ethics Committee approval
Dr Adrian Coyle
Chain Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Melanie Orchard 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
UNIVERSITY OF
? J. SURREY
Faculty o f
Arts and  Human Sciences
Guildford. Surrey GU2 7XH UK
T:+44(0)1483 689445 
F ;+44 (0)1483 689550
vtfww.surrey.ac,uk
S"'May 2009
Dear Melanie 
Reference: 333-PSY-09
Title of Project: What works for whom? A qualitative study of the change processes in 
Acceptance and Commitment Therapy for anxiety and depression
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle
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Appendix D: Group poster
Acceptance and Commitment 
Therapy Group
CMHT will be ninning an Acceptance and Conimitinent Therapy 
(ACT) group for 8  weeks, coinniencing September 2 009
What is ACT?
>  ACT is a relatively new type o f “third wave CB'P p^chological therapy
>  It focuses on accepting rather than reducing symptoms
>  Tlie aim of ACT is to help people to live valued lives and achieve their
>  It uses mindfulness and behavioural change strategies
>  ACT has been shown to be effective in helping people with a range of 
difficulties, including, depression, anxiety, chronic pain, psychosis and 
addiction
Who is this Group for?
>  l l ie  cuiTcnt group is suitable for people with a diagnosis o f anxiety 
and/or depression and w ill accept up to 15 members
>  As ACT focuses on accepting symptoms rather than “getting rid” o f them, 
if m ay be particularly useful for those individuals for whom  other 
interventions have been unsuccessful
Group Facilitators
Referral forms available from admin, please return to
CMHT
at
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Appendix E: Information sheet fo r  staff
Acceptance and Commitment Therapy Group and Research Study -
Information for Referrers
Who is this group for? The group is for people who are currenfly presenting with 
anxiety and/or depression. We will accept referrals for people with a history of other 
mental health difficulties but the present group will focus on living with anxiety or 
depression.
What is Acceptance and Commitment Therapy? Acceptance and Commitment 
Therapy (ACT) is a relatively new psychological model, which is part of the “third 
wave” of cognitive and behavioural therapies. The focus in ACT is not on reducing 
symptoms but instead it aims to help people live valued lives in spite of their 
difficulties. ACT enables people to accept their previously unwanted experiences and 
uses mindfulness and other strategies to enable them to achieve what is truly 
important to them.
What will happen in the group? The group will run for eight sessions and will cover 
all of the six core principles of ACT:
1. Cognitive defusion: Learning to see thoughts, physical feelings and emotions as what 
they are and not interpreting them as something different (e.g. recognizing that a 
thought is not necessarily a fact -  thinking something does not make it true!)
2. Acceptance: Allowing thoughts and feelings to come and go without struggling 
against them.
3. Contact with the present moment. Using mindfulness techniques to develop 
awareness and acceptance of the here and now.
4. Observing the self. Viewing oneself as an observer rather than a participant in one’s 
experience -  this allows people to view their difficulties from the outside and to 
have a non-judgmental relationship with their thoughts and feelings.
5. Values, Discovering what is most important in one’s life. This included elements of 
one’s personal life such as relationships, health, career and leisure and is different 
for everybody.
6. Committed action. Setting goals that are in line with one’s values and carrying them 
out regardless of the barriers that one’s difficulties (e.g. anxiety) produce.
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When is the group? The group will begin on xxx September 2009 and will run 
for eight sessions between 10 am and 12 noon. It will be help in the group room at 
XXX CMHT and facilitated xxxx (Clinical Psychologist at xxx CMHT) and xxxx 
(Clinical Health Psychologist at xxx).
How do I make a referral? Referral forms will be forwarded to admin staff and 
should be made available to the clinical team. If you would prefer an electronic copy 
of the form which you can print off yourself please email m.orchard@surrey.ac.uk -  
all forms should be returned to xxxx at xxx CMHT
What about the research? All members of the group will be invited to take part in a 
research project looking at the change processes that occur during Acceptance and 
Commitment Therapy. There is a growing body of evidence showing that ACT is 
effective in helping people with a range of mental health difficulties. However the 
current study aims to investigate w hy ihis is the case. The study will be conducted by 
Mel Orchard, Trainee Clinical Psychologist as part of her doctoral studies. Full details 
of the research will be given to clients at their assessment appointment but they do 
not need to agree to participate in order to attend the group.
Further Information You are welcome to contact xxx, xxx or Mel for further details 
about the group and Dale or Mel to discuss the research project. Contact details 
below:
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Appendix F: Invitation letter
(To be printed on Trust headed paper) 
(Client Address)
(Date)
Dear (name),
Your care co-ordinator, (name), has suggested that you might benefit from attending 
an Acceptance and Commitment Therapy (ACT) group for people with anxiety and/or 
depression. The group will consist of eight weekly sessions lasting an hour and a 
half. It will start on (date) and finish on (date). I am writing to offer you an initial 
appointment with Melanie Orchard and (insert name of group facilitator) on:
Day Date Month 2009 at Time 
At XXX Community Mental Health Team
During this appointment we will explain the nature of the group to you and ask you 
some questions to help us decide whether or not you might benefit from attending.
All participants at the group will be invited to take part in a research project exploring 
the change processes that occur during Acceptance and Commitment Therapy. If you 
are happy for us to do so, we will explain more about this study at the assessment 
appointment. You will not be asked to make a decision about whether to participate 
until after the ACT group has finished. Participation in the study will not affect the 
treatment that you receive.
Please contact xxx CMHT on the above number to confirm your attendance at the 
assessment appointment.
Yours sincerely.
Melanie Orchard 
Trainee Clinical Psychologist
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Appendix G: Participant information sheet
Participant Inform ation Sheet
Title o f Project: A qualitative exploration of the change processes in ACT 
Nam e o f  Researcher: Melanie Orchard
We would like to invite you to take part in a research study. Before you decide you 
need to understand why the research is being done and what it would involve for you. 
Please take the time to read the following information carefully. Talk to others about 
the study if you wish.
Part 1 tells you the purpose of this study and what will happen to you if you take part. 
Part 2 gives you more detailed information about the conduct of the study.
Ask us if there is anything that is not clear or if you would like more information. 
Take time to decide whether or not you wish to take part.
Part 1
W hat is the purpose o f  the study?
The aim of the study is to investigate people’s experiences of change during their 
attendance at an ‘Acceptance and Commitment Therapy (ACT)’ group programme for 
enduring depression and/or anxiety. Research has shown that ACT is an effective 
treatment for a variety of mental health difficulties but the current study seeks to 
explore how  and why this is the case.
W hy have I heen invited?
You have been invited to take part in the study because your care co-ordinator has 
identified you as somebody that might benefit from attending an ACT group. There 
will be between eight and fourteen people in the group and each will be invited to 
participate in the research project.
Do I have to take part?
It is up to you to decide. We will describe the study and go through this information 
sheet, which we will then give to you. After the group has finished we will invite you to 
sign a consent form to show you have agreed to take part. You are free to withdraw at 
any time, without giving a reason. This would not affect the standard of care you
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receive. If you do decide to attend the group and/or take part in the study, a letter will 
be sent to your GP informing them of this.
W hat w ill happen to m e if  I take part?
You will attend the ACT group at xxx Community Mental Health Team (CMHT) on a 
weekly basis for a total of eight 90-minute sessions. The group will be led by two 
clinical psychologists.
Following the group, you will attend a final one to one ‘Review’ session with the 
researcher, Melanie Orchard. This will be held at the CMHT or, if you prefer, at your 
home. The ‘Review’ session will last approximately one hour. You will be asked some 
questions about your experiences in the group and this conversation will be recorded 
using an audio device. We will then type up your conversation with the researcher, 
taking out your name and any other information that might identify you. Your 
conversation will be compared with those of the other group participants to see if 
there are any similarities or differences in what you found helpful about the ACT 
group.
W hat w ill I have to do?
All you are required to do is attend the ACT group and ‘Review’ session described 
above. You will be invited to a group session with other participants after the 
researcher has analysed the data. The purpose of this will be for the researcher to 
feedback her findings and for you to give your opinion on these results. Attendance at 
this group is entirely voluntary and will not otherwise affect your participation in the 
study.
wnhat are the possible disadvantages and risks o f  taking part?
As the group is designed for people with depression and/or anxiety it is possible that 
you may find some topics discussed slightly sensitive. This is true for the majority of 
psychological interventions. If this is the case, you will be given full support by the 
group facilitators.
W hat are the possible benefits o f  taking part?
ACT has been shown to be effective in the treatment of anxiety and depression. 
Therefore, we hope that attendance at the group will provide you with new strategies 
for managing your difficulties. We cannot promise the study will help you but the
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information we get from this study will help improve the treatment of people with 
enduring depression and/or anxiety.
W hat happens w hen the research study stops?
When the group finishes and you have attended the ‘Review’ session, the group 
facilitators will send a brief letter to your GP and care co-ordinator advising them of 
your progress. You will continue to receive support from your care co-ordinator.
W hat if  there is a problem?
Any complaint about the way you have been dealt with during the study or any 
possible harm you might suffer will be addressed. The detailed information on this is 
given in Part 2.
W ill m y taking part in  the study be kept confidential?
Yes. We will follow ethical and legal practice and all information about you will be 
handled in confidence. The details are included in Part 2 .
If the information in Part 1 has interested you and you are considering participation, 
please read the additional information in Part 2 before making any decision.
Part 2
w h a t w ill happen if  I don’t w ant to carry on w ith the study?
You may withdraw from the study at any time, prior to the researcher submitting her 
doctoral portfolio in May 2010. This will not have any bearing on the subsequent 
treatment that you receive.
Alternatively, you can withdraw from treatment (i.e. the ACT group) but remain 
involved in the study so that we can follow your progress. Information collected may 
still be used.
W hat if  there is a problem?
If you have a concern about any aspect of this study, you should contact the 
researchers who will do their best to answer your questions: m.orchard@surrev.ac.uk 
or 07XXX xxxxxx. If you remain unhappy and wish to complain formally you may do so 
through the NHS Complaints Procedure. Details can be obtained from the CMHT.
W ill my taking part in th is study be kept confidential?
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Ail information which is collected about you during the course of the research will be 
kept strictly confidential, and any information about you which leaves the CMHT will 
have your name and address removed so that you cannot be recognised.
Should you agree to take part in the group, a letter will be sent to your GP advising 
them that this is the case and that you have been invited to take part in the research 
project. A copy of this letter will be sent to you, unless you request otherwise.
W hat w ill happen to the results o f  the research study?
The results of the study will be published in the researcher’s doctoral portfolio, which 
will be held at the University of Surrey Library. The study will also be submitted for 
publication in a professional journal relating to mental health.
wnho is organising the research?
The research is being organised by Melanie Orchard, trainee clinical psychologist, and 
the University of Surrey.
W ho has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a 
Research Ethics Committee, to protect your safety, rights, wellbeing and dignity. This 
study has been reviewed and given favourable opinion by xxx Research Ethics 
Committee.
Further inform ation and contact details
Should you wish to get in touch or if you require any additional information about 
any aspect of the research please contact Melanie Orchard on 
m.orchard@surrey.ac.uk.
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Appendix I: Focus group transcript
1: Ok so firstly I’d like to welcome you to the focus group and thank you for agreeing 
to come today. As you might aheady be aware I’m planning to do a research project 
looking at people’s experiences in an Acceptance and Commitment Therapy group 
and this is for people with anxiety and depression. I’m really keen to involve service 
users in the design of the study so the purpose of today’s meeting is for me to get 
some feedback on your experiences of attending an ACT group and also to ask your 
opinions on some of the elements of my project. There’s no right or wrong answers, 
I’m just really interested to find out about your thoughts and opinions. As I said 
earlier, I’m recording the session so as to ensure that I don’t miss any of your 
comments and I’m able to just listen rather than taking notes. Only I will listen to the 
recording and there will be no names used when I come to write it up so feel free to be 
honest and say what you like.
PI: Everybody goes quiet, (laughter)
P2: No they were all lovely
1: I’ve developed some group ground rules to make sure that people feel safe when 
sharing their opinions. The first one is that just one person shares at a time, I think 
then that everybody feels heard and also in terms of listening to it later it’s easier to 
hear what you’ve been saying. What’s said during the session is confidential like in 
any group that you’ll have been to. Feel free to challenge me or give any opinions, 
you know, don’t hold back. As I say, there is no right or wrong here. And finally, just 
to say that we’ve got a relatively short period of time so I’ll take responsibility for 
time keeping. It might mean interrupting or cutting people off but only at an 
appropriate time just to say that we need to move on to the next question. So 1 just 
wanted to check that everybody’s ok with that?
All: Yes, ok
I: Is there anything that anybody wanted to add in terms of group rules? I don’t know 
if you had any in your ACT group?
PI: Well you just actually mentioned anxiety and depression but we’ve all got 
underlying problems with pain and things like that so it’s not just anxiety and 
depression
I: No, I understand. 1 should have explained a bit better. The project that I’m going to 
do is for people over at the CMHT with anxiety and depression so the group won’t be 
focussed on pain but there hasn’t actually been a group run like that just yet so 
(facilitator A) very kindly offered to allow me to speak to you because even though 
perhaps some of the difficulties you bring are a bit different the sort of ACT group 
content and ideas are very similar, so sorry I should have cleared that up. Any other 
questions before we begin?
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Ail: No
P3: No, fine I understand everything.
I: Brilliant, well as I say, feel free to ask as we go along. Ok so the first question is if 
you could just sort of give a really brief overview of your experience of the group that 
you attended.
P4: Well, it was a very open group, we were encouraged to talk about our problems 
and I think the facilitators were trying to teach us to overcome obstacles -  find out 
firstly what was important to us and what was stopping us from achieving things and 
how to go about finding...
*tape paused while tea and coffee delivered*
I: Ok sorry, you were saying about...
P4: Yes 1 think that what the whole idea of this group was getting us to more or less 
talk through our own problems and try and find a way to solve them
I: And you mentioned about overcoming obstacles
P4: Overcoming obstacles to clarify what was important in our lives and what if 
anything we could do to change it
I: Does anything else have anything to say
PI: I think P4 actually described it very well
P3: Yes, very well
P2: I found it a very stable group. You were able to open up and say things that you 
don’t normally talk to other people about and it’s quite helpful sometimes just to get 
that out in the open.
P3: I found it a bit difficult. I’m still at this, can’t really quite accept that you know. 
I’ve been spending a lot of energy finding ways of doing things and instead of which 
I’ve got to re-look at it and see what you can do and I did find that hard. I got so 
confused over which way I’m going or what I’m aiming for. It’s quite difficult just a 
simple thing like finding out what’s important to you but it was helpful ‘cause you 
know, there’s some literature and,...
1: It sounds as though the group kind of triggered you asking those questions even if 
you haven’t been able to answer them yet.
P3: Oh yes.
PI: It was also interesting to find out about what other people use as coping strategies 
and we picked up lots of useful information and pointers from the facilitators and from
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each other. I mean, P2 has been on the Expert Patient course and she’s now a tutor so 
you know, she’s really given lots of useful information. Most of us are actually going 
to be doing it now so that’s going to be a good thing.
P4: I think it’s very helpful, (facilitator B) was talking a lot about mindfulness where 
you have to, sort of, think about the moment and not stress and continually beat 
yourself up about things that have happened etcetera etcetera. I found that very helpful 
as well.
P2: Mmm I find that useful
P4: Because I do tend to do that now where I didn’t before, sit and think, “Is it really 
important, does that really matter?”
PI: One of my worst things is worrying about the future so to develop some sort of 
mindfulness and live in the here and now is a useful coping strategy
P4: Definitely, because you do tend to get, I don’t know, swayed, you go off on all 
different paths, “What has happened? What could happen?” I’m dreadful for that and I 
think probably we’re the same as that PI.
PI: You do lots of “if only” as well don’t you?
P4: Yeah and it’s not knowing where you’re going next.
P3: What’s useful is mindfulness and I am lucky in that I have a garden and I do like 
to look at that and see the flowers and really sometimes if you just stop and look at 
flowers that are always there, if you just actually look at them properly and that’s what 
she was saying and that does work. It really does, it takes you out of whatever was...
I: I mean, that actually leads really nicely into my next question. You’ve aheady 
answered it to a degree but what, if anything, was particularly helpful or a positive 
aspect of the group? You’ve mentioned mindfulness and finding other coping 
strategies, hearing from other people. Is there anything else you can think of that was 
particularly helpful?
P4:1 think all the information we gathered from the group.
PI : Knowing that you’re not on your own. Before we actually came here 1 don’t think 
we actually realised, ok you know you’re not the only one with problems and 
disabilities, but you don’t realise that you’re not the only one who’s actually thinking 
the same thing and got the same reasoning and is walking more or less in your shoes. 
And that is such a help to know. I think quite a few of us were in tears when we 
realised, you know, everybody else understands. That’s the thing because not all 
Doctors do, as brilliant as they are and my GPs wonderful, they don’t walk in your 
shoes.
I: Yeah, absolutely.
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P2:1 think one of the things was the freedom. They let us ramble, didn’t they? Cos it’s 
a different focus so that was nice
PI: A lot of focus on the diagnosis when we’re at the Doctors and then he’s only got a 
certain amount of time.
I: So it sounds as though you felt quite heard, like you were able to share your 
experiences, have them heard, hear other people’s experiences and relate to them.
P2:1 think there’s room for both kinds of group. Definitely.
P4: And all these, with the healing, I was talking to FA about different things and I 
don’t know where to go. I’d like to do things like that and it’s like the Expert Patients 
and the other disability swimming group and all these things that are going on and I 
had no idea, absolutely no idea and that’s what we spoke about and I said, in future 
groups I personally think that would be really helpful to other people to know what is 
available, anything that can help you move forwards. Healing, swimming, medication
I: So increasing access?
P4: Yeah, increasing access.
PI: If people could just go to a specific place say, like contact here, and they could say 
this is what’s available and it’s not going to cost you money, because most people in 
our situation are living on benefits and they cannot afford to pay out large sums of 
money so that again is an important thing.
P4: It is and you get to talk to like-minded people and obviously I suppose if you’re at 
one of these groups you meet people and their experiences, they add something and 
it’s like a rolling stone, you know, pass it on.
I: So did you find that meeting people in similar circumstances increased your access 
or do you think that that should come from the professionals or did you find that It 
was ok just talking to one another and getting that information?
P3: 1 think the professionals facilitate that, don’t they? So it kind of comes from their 
lead and then we all get together and chat.
P4: But it would be helpful 1 think that if they’re gathering knowledge to be able to 
pass it on. Do you know what I mean?
I: Because sometimes 1 suppose you just don’t know something exists until 
somebody...
P4: No, that’s right.
PI: But often, I suppose, they don’t know what you’d need. Because we’ve all got 
different needs
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P3: We’ve arrived here with a variety of different things but I personally felt 
completely stuck and didn’t know what to try and it was just very helpful just to be 
able to talk to other people. As you say, things come out then what you’ve tried and 
not everything might work but it’s good to know that there are still things that you 
could benefit from.
I: Yeah. You’ve talked quite a bit about, I suppose the content of the group, 
mindfulness and identifying what’s important to you and also the people in the group 
that was helpful and I’m just wondering -  thinking way more practically -  whether 
there was anything about the structure or the time of the group, whether it was helpful 
to have it at a certain time of day or just, you know, those practicalities.
PI: One of the things that did cause some stress is actually I think most of us drive or 
are driven here and the parking and the access in actual fact before we became 
familiar with each other was very off-putting and initially it was “Oh there’s nowhere 
to park” and when you panic you think “Oh I’m not hacking this. I’m going home”. 
So unless and until they can do something to facilitate better parking I think for people 
just starting in our situation it’s going to be a blockage, definitely.
I: Yeah. And while parking is still a problem is there anything that they could have to, 
I guess, let you feel more prepared when you arrived for that issue? I guess even just 
warning you that it would be bad or helping you with other places you might be able 
to park. Would that have been helpful?
P 4 :1 think in the leaflet, the literature that I received before I actually came here, they 
did say about the parking. It was mentioned wasn’t it?
P3: And they mentioned the bays if it could be a problem.
P4: Yes, but you see I live very close so I know, whereas somebody coming from 
further afield wouldn’t have a clue I wouldn’t have thought.
PI: Well, it said disabled parking available and there’s only one spot, isn’t there?
(laughter)
PI: It’s just unbelievable. There are four or five spots at the front of the hospital but 
they’re not officially designated so if you’ve got problems like we’ve got by the time 
you get here you’re out of breath and you think “Do I need this?” but last week a lot 
of us had problems getting here. But we still, all of us, pushed to get here, so it was 
that important to us. And we could not have done that the first week, could we?
P4: No, we’d have just not bothered.
I: So, it’s quite off-putting until you’re familiar with it? Ok, well again that leads quite 
nicely into the next question which is, was there anything that was less helpful? 
You’ve mentioned the practicalities around parking and getting here, anything about 
the content of the group? So, for example, you mentioned literature, things that you’ve 
learned, any of that that you didn’t find as helpful?
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P3:1 think everything’s useful.
P 4 :1 did as well, I found everything beneficial, right from the very beginning.
P2: Even if it’s not something you need immediately you can store it away and you 
know it’s there.
PI: And it’s knowledge that’s there to pass on because suddenly you do become, 
when you see other people with problems, you are aware that they are also partly 
inside your head and so you can say to them, without fear of being a bit too reticent, 
you can say, “Oh I know of such of thing, why don’t you try?” So you feel that you’re 
in the position of being able to offer a bit of extra advice and help.
P4: I enjoyed the whole course. There’s nothing about it that wasn’t... I found it all 
very beneficial. And the facilitators were fantastic, they really were.
I: What was it in particular about them that was so good?
P4: I’ve had more contact with FA so I can’t speak so much about FB but they were 
very knowledgeable, very understanding and I felt that everything I was telling her she 
understood and she could sort of talk to me about different things that made me feel 
better and bring things out that even 1 didn’t know. In my one to one sessions with her 
we’d be talking about separate things and something would come up that’s come from 
a long way off that I didn’t even know was troubling me.
I: So did you all have one-to-one sessions alongside the group?
P3: Yes
I: Ok and did you find that that was a helpful thing?
P3: Well I actually missed my one-to-one follow-up, I had one initially and then was 
told about the courses so I am still waiting for my follow-up. It got lost in the post.
P2: They are helpful, yes, because I’ve seen FA and she certainly does listen. I mean, 
she does take it on board you as an individual, what you’re saying.
PI: Well my initial one was with FA and my follow-up was with FB and I found both 
of them equally understanding and able to know exactly where you’re coming from 
and, as you say, to say things out of the blue that you hadn’t even realised were 
troubling you. And you think “Hey, yes. Yep, I know where that’s come from”.
P4: Yeah, it’s incredible. It really is incredible to talk to somebody like FA. You do 
most of the talking but they tend to know how to lead you, maybe.
PI : And pick up on the things that you hadn’t really realised.
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P4: Hadn’t thought of, yeah. I felt better when I left that session, in myself, more 
conscious of things that had been happening to me so you can’t ask for more than that 
really, can you?
I: And did you find that those things that you’re talking about, maybe things being 
brought to the fore and being able to think about things that perhaps you hadn’t 
accessed before, were you able to do that in the group or was that something that was 
more your individual sessions?
P3: Both I think, really, wasn’t it?
P2: The group was very helpful because if something was brought up for one person 
there were often areas in that that you could identify with anyway.
PI: I think FA said last week that one of our fears she’s actually written on the 
flipchart that the first fear that we’d all voiced that very first week was fear of actually 
mixing and socialising and look at us now. Because you do stop don’t you?
P4: Oh definitely
PI: You stop talking to people, you stop bothering because when you find yourself in 
a dark place with all these hidden disabilities, your friends drift off or people you 
thought were friends, they all drift off.
P4: And they tell you as well, which is even more hurtful.
PI : Yeah, we did this and we did that
P4: That’s right and we didn’t “think” you’d be able to come, to cope with it, and we 
didn’t “think”, you know, they didn’t ask
PI : Didn’t give you the chance
I: Yeah so there’s an assumption
P4: We didn’t think and then they come back and tell you how wonderful it was
PI: So you just goes down and down and down and down and you stop socialising cos 
you feel unwanted, extra baggage.
P2: Yeah, that’s exactly it, the extra baggage thing, isn’t it?
I: So it sounds as though the group maybe gave you somewhere where you didn’t 
have that feeling?
All: Yeah
P4: Yeah, it doesn’t matter how you feel, nobody pushes you to do anything or 
expects anything more than you can give at that particular time.
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I: Yeah. I think you all must have had quite a good experience because given that this 
was a question about unhelpful things and again we’re back onto what was great, you 
know that does show something.
PI: There was nothing that was unhelpful about it, absolutely nothing. The only thing 
was the parking.
P4: Well, everybody, I mean we don’t know because some of them -  two had to stop 
had to stop.
P2: There was a foreign girl and I think the language was probably a problem. Her 
English was pretty ropey.
I: 1 was going to ask also, actually, thinking about language, how easy did you find it 
to make sense of the buzz words such as values, mindfulness, willingness and 
acceptance?
P2: They explained everything
P3: Actually, I did have a bit of a problem with some charts that you had to fill in. I 
did have some difficulty with knowing quite it was, but then again you see that’s me. 
I’m so completely fogged and lost that I can’t differentiate between some of these.
PI : Once they were explained though, they were easy enough weren’t they?
P3: They might have been for you
P4: No, I’m with P3 because last week
PI: That bullseye one, yes
P4: I couldn’t, when they said write down some specific things that you want to 
change I was completely fogged by, didn’t know where to start.
P3: It’s quite a big ask because these terms are clear in your mind but I’m all confused 
anyway so 1 can’t, you know, 1 found them very difficult to fill in. In fact, I didn’t in 
some cases
I: Yeah
PI: Well nothing was compulsory was it?
P3:No, no
PI: They said if you can’t fill them in don’t worry
P3: No, quite, but 1 kind of felt that 1 should know where I’m at
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PI: There’s no pressure but you do sometimes feel that after all our sessions, I think 
we had six, you should sort of begin to know where you’re going
P3: Or where I am (laughter)
I: Do you feel where you had difficulties, that was the language because I know that 
it’s lots of new concepts and maybe things you might not have come across before and 
the language I think can be quite tricky, when I was first reading it. Or do you think 
it’s more the concepts behind the language, if that makes sense?
P4: Yes
PI : The concept behind the language
P3: The concept behind the language, sorting that out, for myself was difficult.
P2: It’s the way they tried to get it from you, isn’t it? I can’t write but I can type my 
feelings out. But if you show me a diagram to fill in I can’t do that.
P 4 :1 can’t write my feelings down ftill stop really
P3: I possibly write them down but I found it difficult separating them into different 
aspects into those particular boxes
P2: The boxes and everything didn’t quite seem to be the right ones, did they?
P3: No, that’s right.
P4: Maybe, on some things like the bullseye I could identify areas in my life that 
needed to change and where I was in them but when it comes to how are you going to 
do it, that was my problem definitely, and I still don’t know.
I: So it’s maybe a case of not so much time explaining the words and the language but 
more time spent saying how do we do this, how do we apply it, how do I fill this in?
P4: Yeah. What can we do about it, sort of thing.
I: Ok, that’s really helpful. And 1 mean, in a similar sort of way, did you find overall 
that the course made sense? I mean, did you feel when you came away last week that 
you had taken something away that you had learned that was meaningful?
P3: Yes, definitely.
PI: Absolutely.
1: Ok, great. And thinking about the group that we’ve been talking about, I just 
wondered if there’s any advice that you can give me? Either things to do differently or 
things to definitely keep in for the next group? I mean, obviously we’ve talked already
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a bit about what was helpful and unhelpful but is there anything that really sticks out 
that we should change or keep the same?
PI : I think sharing poetry and things like that, that was good.
P4: Yeah, it was very good.
P3: There were a variety of different things, we had a few little meditation sessions 
and they were excellent, but not every week so it wasn’t as if it was a formula, it’s just
what cropped up each week really and I thought that that was good.
P4: Yeah it was, that was very good.
P2: And also sharing information
P4: Information sharing, for me, would be the most important thing. If there was some 
way to gather information, I mean working in this, your specific area, I suppose it’s 
important to know what’s around etcetera to help people move forward and I think 
that could be addressed because I think that was us that brought that up. We spoke
about that but the facilitators didn’t cover that so much, did they?
P3: No they didn’t. I mean they didn’t bring it to the group, did they?
P4: No, they didn’t bring it to the group, I mean as soon as we mentioned it obviously 
they said, “Oh well there is this, there is this”. I think that would be quite important to 
cover.
P3 : 1 personally think that would be great.
P2: Also, the freedom to digress because we would start off on one subject and go 
wondering off somewhere else and they let us do that.
PI : But then they were very good at bringing us back.
P4: Bringing us back afterwards.
P3: Yeah, after we’d had our chat. I mean, we weren’t cut off mid-sentence.
1: So it’s finding that balance between being able to express yourself and talk freely 
but also having a bit of direction and structure, making sure that you are learning new 
things and taking something away.
P3: Yeah.
P4: ‘Cause we had the flip chart and we did all that, didn’t we?
PI : Well we couldn’t have had better facilitators, could we?
P4: No, they were excellent.
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PI : They were just perfect for what we needed.
P2: Yeah.
P4: And seeing as it was the first time, they said it was a new thing for them, it was a 
new concept altogether.
P2: They didn’t get through all they said they wanted to get through, did they?
P4: Because we did have a little bit of meditation etcetera, didn’t we?
P3:1 think they had the right balance. We all, well at least I remember saying, that we 
could have done with more than the two hours. It went quite quickly.
P4: It did, and that is the big problem for me now is when it finishes, what’s next after 
that? Do you just go back out there on your own, you know? It would be really 
helpful, I mean 1 think I am seeing FA again. I was finding it really helpful to carry it 
on even if it’s only a once a month thing.
P2: Go to the Monday night thing.
PI: Yeah it’s really good.
P3: I’m away again.
PI: You wanted to go away P3. You wanted to go and do adventures and go on 
holidays, you know.
I: Oh was this a goal to achieve?
PI: Yes.
P3: I’m going away tomorrow morning, yes.
I: Oh, brilliant. Where?
P3: Well it’s the Cannes film festival. I’ve never been before so I’ve got some bling 
out ready for it.
I: Wow. That’s brilliant and it just goes to show that you are achieving goals.
P3: Well I think if everything else went I would still want my holidays, no matter 
what it was. That would be my thing. I’m not bothered about the other stuff.
I: So that relates back to what you were saying about identifying for you as a person, 
what’s important, what is it that 1 was to keep and that I want to be achieving. So that 
sounds really great. Again, thinking about more practically, did you find that, I mean 
did you meet in the mornings?
240
Volume 1: Research Dossier
P4: Yeah, ten ‘til twelve.
I: Ok and did you find that an alright time for meeting?
P4: Ideal for me.
P3: Mmm yeah.
P2:1 had a problem getting my husband out of bed (laughter)
I: And what about the setting? So the building and the room, did you find that it was 
ok?
PI: Yes.
P2: Comfy chairs, aren’t they?
P3: Quite quiet most of the time.
I: Ok brilliant. Well just one more question, although it might be a bit of a lengthy 
one. As I mentioned before. I’m going to be doing a research project looking at an 
ACT group for people with anxiety and depression so I’m going to share with you the 
interview schedule that I’ve put together and I’ll go through the questions one by one 
and I’d just really appreciate your comments, again just thinking about the language 
and maybe thinking, “Does this make sense? Would I be able to answer this sort of 
question?” Again, it might not be totally relevant because it’s for a different group but 
any comments you can give would be really helpful. Ok so the first question I’ll be 
looking to ask is “Could you please give me a brief history of your experience of 
anxiety and/or depression?”
P4: Straightforward enough to me.
P2: Definitely.
1: So you feel ok to talk quite freely?
P2: Is this in a group?
I: I’m meeting people individually so this would just be me and another person and it 
would be asking for a brief history of their experience.
P4: Yes, then that’s quite straightforward.
I: Great. Ok, “prior to attending the group what had you tried in order to cope with 
your difficulties?”
P2: Yeah
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P3: Yes
I: Ok and the language so far seems approachable? Ok. The next one is, “Could you 
please describe what the term Acceptance and Commitment Therapy means to you?”
P4: No
P2: That might be a bit difficult.
I: You might struggle with that. What is it about that that you might struggle with?
PI: I think possibly if you said, “What do you understand by ‘Acceptance’ and what 
do you understand by ‘Commitment’ you might be
I: Ok, break it down
P2: Yes or if you said let me explain to you what it is.
I: Yeah, well I guess what I’ll be looking at is what people have taken away from the 
group so I’ll want an idea of what they do understand but I think what you’re saying is 
a really good point. If I ask “What’s Acceptance and Commitment Therapy?” that’s a 
very professional question and I guess you might not really be expected to know about 
different therapy models, whereas to say, “What does acceptance mean and what does 
commitment mean I think makes it more”
PI: Or what do you understand it to mean? You know, ‘cause they may see it as 
something very different to what you see professionally.
I: Absolutely, I think you’re right. That’s really, really helpful.
PI : And acceptance to them might just mean putting up with something.
I: Yeah, it means different things to different people. Again, I think the way that 
you’ve put it gets across that there’s not a right or a wrong answer, it’s not a test 
question, it’s just what’s your understanding?
PI : What’s your understanding of it, yeah.
I: Ok that’s really helpful. The next one is, “What has been your experience of 
attending an ACT group?”
P4: What’s an ACT group?
I: This is the Acceptance and Commitment Therapy.
P4: Oh sorry
I: No, sorry 1 should have made that clearer.
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P4: (laughing) You see?
I: Yeah, well this is really important because obviously I wasn’t present at your group 
and I won’t be present at this one, I’m just meeting people afterwards so in that 
question I’ve really made an assumption that you talked about ACT, ACT, ACT 
whereas perhaps you talked about it in different ways.
P3: No, I never heard it mentioned.
P4:1 didn’t either.
I: So maybe it would be better to say, “What was your experience of attending this 
group?” or however it’s been presented.
P4: Yeah that’s a lot clearer.
I: ‘Cause actually the first question I asked you today was, “Could you share an 
overview of your experience in the group you attended?” and maybe that’s better.
P3: Yes, much easier
PI: More approachable.
P4: You know exactly where you stand with that sort of language.
I: Exactly, and this is why I felt it was so important to meet today because it’s just 
really helpful. The next one is, “Have you experienced any changes since attending 
the group? If so, could you describe these changes?”
P4: Pretty straightforward isn’t it?
P2: Yeah, yeah.
I: Seems ok? Great. “What do you think caused the changes for you during and after 
the group?”
P2: That’s a big question, isn’t it?
I: It is a big one, isn’t it? Do you think it would be better broken down into two 
questions?
P4: Could it be maybe, “What did you find helpful, that you took from the group?” 
Something like that.
I: Yeah.
P4: Read your question again.
I: Ok, it was, “What do you think caused the changes for you during and after the 
group?”
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P3: Maybe not caused, maybe 
P4: Helped
P3: Yeah, helped, brought about
I; Yeah, because saying caused is very definite, whereas something helping is a bit 
more open. Ok, great, that’s helpful. Perhaps being a bit softer with the language and 
less
PI : Less clinical. This has been informal and that is more clinical.
I: So more similar to the sorts of things today, a bit more like a chat in some ways. 
“Tell me about your experience” rather than “What was the cause?”
All: Yeah.
I: Ok great. “What do you think are some of the reasons that Acceptance and 
Commitment Therapy can be helpful for people with mental health difficulties?
PI : Would you actually say ‘mental health’?
I: Well perhaps given that it’s an anxiety and depression group, I could change it to 
people with anxiety or depression.
P4: Some people are scared of the term ‘mental health’ aren’t they?
PI Yes they are. And it seems, it’s one of those things isn’t it, where you’re straight 
away on the defensive and you think “I haven’t got mental health issues. I’ve got 
depression” and you don’t see it as a mental health issue.
I: That’s really interesting because, and this is what I was saying about it being 
difficult for me to step away from the professional language but they really drill it into 
us that we shouldn’t use diagnostic terms, you should be talking about mental health 
difficulties. But I think for every day people the word depression or anxiety is more 
relatable really.
PI : Yes or your problem, you know.
I: Yeah or just difficulties.
PI: Difficulties, yes.
PI: Also, I’ve focussed on mental health and now I’ve forgotten the rest of the 
question (laughter).
I: Ok well the question was, “What do you think are some of the reasons that ACT can 
be helpful for people with mental health difficulties?” and we were talking about
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changing it to, “What do you think are some of the reasons that ACT can be helpful 
for people with depression and/or anxiety”.
P2: Yeah, could you not say “how do you think it could be helpful?”
I: Yeah, yeah I think that’s again more informal. So, “How do you think that ACT can 
be helpful for people with depression and/or anxiety?”
P4: Yeah, that’s more of a question isn’t it?
I: Ok, yeah I think you’re right, this is reading like a bit of a test.
All: Yeah
I: ‘Cause today was more about “What’s your opinion? No right or wrong” and this is 
like, “I want you to tell me the reason, what’s the theory?” You’re totally right. Ok, 
and the last one was, “How do you view your anxiety and/or depression?” and the 
second part of the question is, “In what ways, if  any, is this different to how you 
viewed it before your attendance at the group?”
P4: So you’d ask that after you’ve been through all the therapy etcetera?
I: Yeah, all of these questions are for after the group.
PI: “How are you coping with it?” I think would be better rather than “how do you 
see it?”
I: Yeah, ‘cause I guess that looks, again, more at an easier way of change and looking 
more personally.
PI: Yeah
I: So if we were to change that it would be, “How are you coping or how do you cope 
with your anxiety and/or depression?” and the second part would be, “In what ways, if 
any, is this different to how you coped with it before the group?”
P4: Yeah
I: Yeah?
P2: I think a good add-on to that would be, “Are you continuing to benefit from what 
you learned in the group?”
I: I think that’s really important, yeah.
P2: It is, isn’t it?
I: Absolutely. Wow, it’s really helpful hearing this. As I say, you know. I’ve showed 
this to a few other professionals and I think we can get very bogged down in this way
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of talking so that’s why it’s just so helpful and important to have done this. So thank 
you very much. Is there anything you want to ask or anything else you wanted to talk 
about today?
All: No
I: Ok, well again, thank you very much.
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Appendix J: Interview Schedule
1. Introduction
a. Outline consent and confidentiality (including taping the video)
b. Gather dem ographic inform ation using questionnaire
c. Sum m arise research aim s and structure o f interview
d. Any questions?
2. Prior to attending the group, what had you tried in  order to cope with  
anxiety and/or depression?
a. W hat personal strategies had you used?
b. Had you tried any other therapies/ psychological interventions prior to  ACT?
c. H ow  well had these coping techniques worked? Long term /short term?
3. W hat is your understanding o f  the term  ‘Acceptance and Com m itment 
Therapy’?
a. W hat w ere som e o f the key things that you  took  fi-om ACT?
b. H ow  easy was ACT to understand?
c. Has your understanding o f ACT changed at all? In w hat ways?
4. Please could you share an overview o f your experience in  the ACT group 
that you attended?
a. W as it a positive experience?
b. W hat w as it like being part o f the group?
c. Can you tell m e m ore about the p rocess/content o f the group?
5. Could you tell m e about any changes you noticed during or since  
attending the group?
a. W hat are one or tw o o f the m ost im portant changes?
b. W hen did you first begin to notice these changes (start, m iddle or end of 
group process)?
c. What im pact has the group had on your life?
6. How w ere these changes brought about?
a. In w hat was has ACT been helpful in bringing these changes about?
b. Is there anything you an d /or the facilitators did that helped  these changes to  
be brought about?
c. Are there any particular id eas/sk ills/w ays o f coping that you learned from  
ACT that helped bring these changes about?
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d. W hat was the m ost and least helpful thing about ACT in  term s o f bringing  
about change?
e. W ere there any particular characteristics o f the facilitators that were helpful 
or unhelpful in bringing about change?
7. In your opinion, how  m ight Acceptance and Commitment Therapy he  
helpful to people w ith anxiety or depression?
a. H ow  w ould you describe ACT to som ebody with anxiety and depression?
b. H ow  m ight it help people to  m ake changes?
8. H ow do you view  your anxiety and/or depression now?
a. In what ways, if  any, is this different to before your attendance at the 
Acceptance and Com m itm ent Therapy group?
9. Ending the interview and debrief
a. W hat was it like having this d iscussion today?
b. W ere there any elem ents that were particularly helpful/ unhelpful?
c. Did anything about today surprise you?
d. Is there anything I have m issed  that you w ould like to add?
e. Any areas o f concern?
f. Thanks for tim e and participation.
g. Information regarding verbal and written feedback.
General Prompts:
Can you tell me a little more about...
Can you give me an example of...
How did that affect your thinking/feelings/behaviour?
Am I right in thinking that what you’re saying is...
What was it about... that was significant?
How do you think that relates to ACT?
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Appendix K: Consent form
CONSENT FORM
Title o f  Project: A qualitative exploration of the change processes in ACT
Nam e o f Researcher: Melanie Orchard Please
initial box
1. I confirm that I have read and understand the information sheet
dated.................... (version ) for the above study. I have
had the opportunity to consider the information, ask questions and 
have had these answered satisfactorily.
2 . I understand that my participation is voluntary and that I am free 
to withdraw at any time without giving any reason, without my 
medical care or legal rights being affected.
3 . I understand that relevant sections of my medical notes and data 
collected during the study, may be looked at by individuals from 
the University of Surrey, from regulatory authorities or from the 
NHS Trust, where it is relevant to my taking part in this research. I 
give permission for these individuals to have access to my records.
4 . I agree to my GP being informed of my participation in the study
5 . I agree to take part in the ahove study.
Name of Participant Date Signature
Name of Person Date Signature
taking consent
When completed, 1 for participant; 1 (original) to be kept in medical notes
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Appendix L: Demographic information sheet
DEMOGRAPHIC INFORMATION SHEET
The information provided on this sheet will be held in the strictest confidence.
What is vour age? ____________ _
Please tick the appropriate box for the sections below 
Gender
Male □ Female □
Ethnic Background
White
British
Irish
Any other
(please state)_____
Chinese
Chinese
□□
Asian or Asian British
Indian □
Pakistani Q
Bangladeshi □
Any other Q
(please State)_________
Mixed
White and Black Caribbean □  
White and Black African □
White and Asian Q
Any other □
(please state)___________
Black or Black British
Caribbean □
African □
Any other □
(please state)  _______
□ Other ethnic groupAny other □
Highest Attained Educational Level
No formal examinations □  
BTEC/GNVQ □
HNVQ □
Masters degree □
Any other □
(please state)________ _
GCSE
A Levels/Highers 
Bachelors degree 
Doctorate
Are you currently employed?
Yes □ No □
Thank you for completing this form
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Appendix M: Sample interview transcript
Interviewer: Ok so that's recording now. So again, thank you for coming today to talk to me 
about your experiences. The first thing that I wanted to ask was, prior to attending the 
group, what sorts of things had you tried in order to cope with anxiety or depression?
Participant 1: So, was that like groups and stuff?
I: Anything. Anything that you personally did or groups you went to.
PI: Ok, um yeah I've tried kind of anxiety management groups, a couple, and mind over 
mood groups, a [location-specific] group. Um, I'm trying to think now. I can't really think.
I: So you went to a few different therapy groups. What about your personal coping 
strategies, how would you try and cope on your own?
PI: Well I've used exercise as a coping thing but I don't really do that any more. Um, well self 
harm's one of the coping strategies. I guess talking to people, like my psychologist on a one- 
to-one thing, that's been helpful and I quite often call the Samaritans as well 'cause they're 
just objective and they don't judge you or things like that. So I find that helpful.
I: Yeah, ok. And these are all things that you did prior to attending the group?
PI: Yeah.
I: Yeah, ok, great. And what's your understanding of the term Acceptance and Commitment 
Therapy?
PI: Um, well it's kind of, I suppose sitting with what you've got and sort of not consciously 
trying to push it away or bury it or anything it's just like accept, well accepting that things are 
how they are. But then, yeah, like looking at, instead of being stuck with that it's looking at, 
"Well, ok. I've got all this stuff but where do I want to go anyway?" Apart from that I suppose 
committing to the fact that you want to, I don't like the term move on but, kind of that.
I: So something about, like, being in a direction?
PI: Yeah 'cause otherwise you just sort of flounder and think, "Oh my God, everything's so 
terrible" but it's quite sim- (tuts) "simple!" It's quite easy to just get bogged down in it, like 
the other groups I've done all of it's about, "Oh if you do this then you won't feel anxious or 
if you do this then you won't feel depressed" so as soon as you start doing those things and 
it doesn't work it just makes you feel depressed and anxious and horrible. Whereas this is 
like, "Well, yeah you're anxious and depressed but there are reasons why you're like that, 
but what's important to you, how do you go down a better track?"
I: So it sounds sort of like the aim of the group was quite different to ones you had been to 
before?
PI: Yeah, definitely. Kind of the opposite really.
251
Volume I: Research Dossier
I: Ok, and could you share an overview of your experience in the ACT group?
PI: Well to be honest I found it really difficult. I mean, maybe it's just because of where I'm 
at at the moment, head-wise but from one week to the next I couldn't remember what we'd 
done the week before and it just didn't... just didn't link in, really. The only thing was, on the 
last session on Tuesday we went through each session like an overview and I thought, "Oh 
actually, I do remember some of this," so that was really helpful. But from one week to the 
next, as I've said, I couldn't really remember so it was very disjointed for me. And also, I had 
to be quite careful where I sat because some people just go on and on and on and on and 
that just gets me really frustrated and I nearly walked out a couple of times. It was hard.
I: And was that something, do you think, particularly about this group or is that something 
that you've experienced in other groups as well?
PI: Um, I think mainly in this group. I mean, there's a couple of, I mean the other group I did,
I wanted to go out and that was quite hard but it was very structured. It was like, this is what 
we're going to do, boom boom boom boom, do it, have all the hand outs, go home and try 
and implement them. Whereas this was much more sort of, swimming about, sort of not so 
sure. I mean, I understand the principle of it I think, but it was all the rest of it that didn't 
really make sense to me. But, as I said, going through it all on Tuesday was helpful. Then 
again, I don't know how much of it I'm going to remember. The actual idea of it I get so 
maybe that's going to be the thing that I come away with.
I: So it sounds like, in some ways the content of the Acceptance and Commitment Therapy 
you could make sense of but maybe something about the process of the group for you was 
quite difficult?
PI: Yeah. I mean, mainly, maybe it's just me but if I do a group then I kind of need something 
to refer to during the week because literally as I come out of the group I'm thinking about 
199 other things that I'm stressed about or whatever and a couple of days later I think, "Oh, 
what should I be doing? Is there any homework?" that sort of thing. I can't even remember 
what we talked about, what we did, anything. So for me having something written down 
would be helpful but then maybe that's the whole point, that, I don't know... I don't know 
how it works but it did feel like a sort of floundering in the sea sort of thing.
I: It sounded like you were about to say something quite interesting with the maybe that's 
what it's all about and I wonder if you could tell me a bit about where you were going with 
that?
PI: Well I mean. I've run groups myself and that, and sometimes you do things because 
that's the whole point, it's supposed to help... the way you do the group is appropriate for 
the subject you're talking about. So, [the other group I did] was very, very formal and 
structured and that's the way we dealt with all that information. Maybe this one was a bit 
more fluffy because it needed to be fluffy for the...
I: Is it something about the style of the group matching the model?
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PI: Yeah.
I: Ok, thank you, that's really interesting. And can you tell me about any changes that you 
noticed during or since attending the group?
PI: I think what's been helpful for me has been the acceptance bit because I'm always, 
always fighting. Fighting with, you know, "Oh God I'm feeling anxious, why am I feeling 
anxious? I don't really know, oh God it's making me worse, I shouldn't be feeling like this," 
but actually thinking, "Well, I am feeling like this" and just kind of like, letting it be, the 
mindfulness, you know, just letting thoughts come in but letting them out again rather than 
letting them in and going, "Oh, I've got to do this and I've got to do that" but just, you know, 
if they're really negative then that just ruins your life. But if you let them in and then let 
them out again then that's quite helpful.
I: And do you feel that that's a change you've made, that it's something you're better able to 
do now rather than before attending the group?
PI: Definitely, yeah, 'cause it's been... yeah in that sense, that was quite a new idea really. As 
I've said, all the other groups were like, "Well, if a negative thought comes in then you 
shouldn't be having the negative thought so you need to change it and do whatever".
I: Get rid of it.
PI: Yeah, exactly. But it just squashes it down or makes you more like what you're trying not 
to be... um... can't remember where I was going with that actually.
(Both laugh)
I: That's ok. So, um, there was a bit there about sort of accepting what you've got and then 
also I suppose something about letting things in and letting them pass. When did you notice 
that these changes, that you were starting to make these changes?
PI: Probably, I don't know really. I suppose in the last couple of weeks, probably. Although, 
consciously I don't think that I was very aware that it was happening. But... I think that now it 
is there. Well it's not an easy thing to do at all but if I can remember then I try and think, 
"Ok, yeah just sit with it and try and let things go a bit".
I: So that sounds like that sort of has been something that's started to set in towards the end 
of the group. Maybe more so than at the beginning when it was a bit new and, um, different.
PI: Yeah. I think that at the beginning of the group everyone was just terrified and didn't 
know what to say and it was just like, awk... really awkward.
I: And did that change?
PI: Um, well yes it did. I mean for some people, for me it was still very awkward and stuff 
but other people were starting to open up in the big group. I mean, I was o... sort of ok in a 
small group but the big group was a bit too stressful, a bit too much.
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I: And I guess in some ways you've answered this a bit already but what impact has the 
group had on your life?
PI: I suppose it's like a... to sort of put it into pictures I suppose, it's like sowing the seed that 
there is another way of looking at things and if I can, you know, try and keep going then it 
might grow and become part of my life. Because I think that that acceptance business, I 
certainly don't accept things at the moment and I suppose I'm just, maybe, well yes I never 
thought like that before so... I suppose it's made me think a bit more about where I am right 
now. And I suppose the values as well was quite good. I mean, during the times of each of 
these sessions I was just like, "Oh my G.. it's just going totally over my head, I don't know 
what we're talking about or anything". But if I'm looking back now I can see the couple of 
things that I did sort of take away like values and the acceptance.
I: Can you tell me a little more about the values?
PI: Um, it just was, for me I was trying to think of the values and I was just thinking, "I don't 
have any values, you know. I'm just not bothered about anything". But when we actually sat 
down and, or when I sat down and I think there was homework where we had to do it all, we 
were discussing it or something and I thought, "Well, actually, before I got into this state I 
did have quite a lot of values. But I've kind of lost them, in a way". So I guess it's still there in 
a way, but I can't kind of reach them at the moment. But it's made me think that there is 
some hope there, I suppose, maybe they'll come back to me at some point.
I: So it sounds a little bit to me like you've sort of started a journey that, you know, you 
maybe haven't reached the end of, but that, you know, some of the changes, you know 
you're starting to accept things that you weren't accepting before and starting to rediscover 
your values and, you know, that thing about being able to sit with what you've got and sort 
of let it come and go. So, I mean, how do you think those changes were brought about?
PI: Well as I was saying before, actually in the groups I just felt like everything was going 
over my head and I was like, I think dreading's a bit too harsh but I was like, "Oh no. I've got 
this session and I don't understand it and I don't know what we've done before and I can't 
remember anything" but. I've forgotten the question, sorry.
I: It was about how changes were brought about. And it's interesting really that you're saying 
that actually during the group it felt quite overwhelming and it was going over your head and 
yet, looking back now you're able to identify some changes. So I guess I'm wondering how 
you think that happened?
PI: I think it was that overview on Tuesday that the facilitators went through, "Right, we did 
this and then we did this and we did that," and it was like, "Oh, I remember the signposts 
now. I'd forgotten about that" and, oh well I can't remember the other things but there were 
certain things that I thought, "Oh yeah, I do remember that," and I suppose that made me 
feel a bit better that I'd actually sort of, it reminded me of the core things that we'd done so 
I suppose that's probably maybe the main point when I thought I'd kind of got some of it, 
anyway. Little bits of it.
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I: Yeah, absolutely. Ok, and in what was has Acceptance and Commitment Therapy been 
helpful in bringing about the changes in terms of how you cope with anxiety or depression? 
(pause) You know, specifically about ACT as a model?
PI: Um. (long pause). I've kind of lost the plot with the question. I'm sorry.
I: That's ok.
PI: My mind's trying not to wander but...
I: I suppose there's, you know, a lot of what you've said I suppose is intertwined with the 
model anyway but I was just wondering, it sounds as though you're approaching your 
difficulties a bit differently now and I guess I'm wondering if there's anything particular 
about Acceptance and Commitment Therapy that you think has allowed you to make those 
changes?
PI: Um, hmmm. (pause) I suppose it's given me, I mean it's only t-, we're talking about really 
tiny things here because sometimes it flashes through my mind and others it doesn't even 
enter my mind and that's probably about 90% of the time, I just don't think about it. But I 
suppose there's a tiny little percentage that thinks, "Well, maybe there is something in me as 
a person that might be ok". Not ok, but yeah I'm having these struggles but then that 
doesn't, oh what am I trying to say? It doesn't mean that those struggles are me. They're me 
with struggles.
I: Yeah, that makes sense.
PI: But, we're talking, like, tiny little percentage 'cause, you know most of the time, I mean 
this is me reflecting on things but most of the time I'm just like, completely irrational and 
can't think straight and do things silly and...
I: Do you think that before the group, I mean I appreciate what you're saying that it's sort of 
like flashes of time, but before coming to this group were those flashes where it was sort of 
acceptable to have a struggle and be you with that struggle, were those flashes there before 
the group?
PI: No, they weren't. No. And it's just, yeah, that tiny bit of "Hmmm, ok, well maybe it is ok" 
that flash may be not trying to judge myself too much. But, as I say, small.
I: Ok, that's really helpful, thank you. Was there anything that either you or the facilitators 
did the changes to be brought about, so something that you personally brought or 
something that they did?
PI: I can't really think of anything. A lot of it, kind of was, not really sure what we were 
doing. I mean, the last couple of groups I thought, "Well, I'm not going 'cause I don't get 
anything out of it. I don't get what's going on," but I made myself carry on and having that 
review at the end and having. I'm more of a visual person, so having a picture to um, having 
a picture means more than having loads of writing. 'Cause, you know, the picture can come 
up just like that whereas writing's just kind of like a whole load of letters and words, which I
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think are difficult to take in. So I suppose, yeah being reminded of that signpost thing, which 
is in the last handout we were given, that's probably the thing that has helped.
I: So they did use pictures then?
PI: Yeah, a couple of pictures.
I: And I guess it sounds like that was, um, like helped you to make sense of the content 
where when it was talked about or written down it sort of, as you say, went over your head. 
So having the pictures I supposed helped you to make those changes by helping you to 
understand a little bit better.
PI: Yeah. But it was only on Tuesday that we looked back on it and I thought, "Oh yeah, ok. 
Yep, ok, we can try and do some of that," whereas before, I was just lost.
I: Yeah, yeah. And, again, I guess the changes that you talked about are beginning to accept 
things a little bit more, revisiting values, and you know, that thing of letting things in and out. 
Were there any particular skills or ideas or ways of coping that you took from the group that 
helped you to do those things?
PI: I suppose the -  and it's a nightmare to put in place, but -  the mindfulness thing of having 
thoughts but not necessarily having to have a major panic about them, but to kind of think, 
"Well, they're just thoughts" and let them go. So I suppose that's one thing which maybe I 
can try and do a bit more of. I mean, I do a lot of colouring, like my own designs and stuff 
'cause I'm up on the ward at the moment and I spend quite a lot of time doing that. And 
that's one thing that I can do and the thoughts come in and they go out again because I'm 
half concentrating on the colouring so I'm not completely focussing on the thoughts. So I 
notice that things are coming in and going out again, which for me is like, to be able to notice 
that rather than not even recognising that, but that's happening. So if I can find other little 
things like that that I can do then hopefully I'll...
I: So the sort of mindfulness strategies have been helpful and it sounds as though you've 
found a way to kind of like incorporate those into every day life rather than sitting down and 
going through the exercises you might have done in the group, using something like 
colouring to do mindfulness.
PI: Mmm. I mean. I've used colouring for a while anyway but it was just having done the 
mindfulness thing, I thought, "Oh, I think this is what's happening when I'm colouring. It's 
just going in and out". I mean, most of the time I'm just feeling mad but it's little things like 
that which I guess, you know, I can - here and rationally and thinking straight, which is not 
normal for me -  I can say, "Well there's tiny little bits of things". Mindfulness and, yeah the 
values, like I suppose for a lot or the time recently I've been thinking, "I don't care and I 
don't even want to be on this planet," all that kind of stuff, whereas -  and I can't say it's 
changed me that much, but -  I suppose it was a (pause), I suppose somehow I've thought, 
"Well, I did have values so..." well, that's all really. As I say, you know, it's tiny little things in a 
big mad load of stuff that's going on in my head.
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I: As I said, it sounds like in some ways you've just started the journey with this.
PI; I've taken a little tiny, well I think I've inched my nose forward rather than taking a whole 
step.
1:0k, and if you were to, I mean you've given me quite a lot of ideas about this anyway, but if 
you were to pick maybe the most helpful thing about Acceptance and Commitment Therapy 
in terms of making these little changes, what would be the most helpful thing?
PI: I suppose the acceptance bit. I can't get my head around the commitment bit. Or, as I 
say, a tiny little bit of me thinks about, or doesn't think about the values but I suppose the 
first thing that comes to mind is the ideas that thoughts are thoughts. They're not actually, 
they're not actually me as such, they just come in. They sort of come in from somewhere. 
And if they're, well any sort of thoughts really. It's sometimes, just, it's not really pushing 
them away it's just... just I suppose being in the moment and thinking, "Well, yeah. I'm 
feeling crap". Rather than thinking, "Oh, I'm feeling crap, what should I do about it? Oh I 
think I should do some relaxation, ok. Oh! I can't relax. I'm feeling this and I shouldn't be 
feeling that. Ugh."
I: It's like you said earlier that, you know, when you try to squash them and try to get rid of 
them and then that doesn't work it kind of spirals and makes you feel more anxious or 
depressed.
PI: Yeah.
I: And was there anything about ACT that you thought was kind of unhelpful or that would 
hinder change?
PI: Well, I can say out of the nine weeks most of the stuff during that time I don't feel went 
in at all. 'Cause some of it was discussion about homework, some of it was discussion about 
what we were doing and I felt that quite a lot of the time I didn't - 1 didn't really get what we 
were doing. I mean, it was described and stuff at the beginning, but I just, I felt so lost, I 
really did and it was really a case of "do or I wanna carry this on? Oh, I'd better or else 
people will say I haven't tried and things like that". So it was a bit of a struggle really.
I: And, the things you've just described there as being quite unhelpful like this idea of being a 
bit lost and not really sure what you were doing or what you were supposed to be doing, do 
you think that that was something about the model of ACT or do you think that that was just 
something that was, you know, to do with the group -  who was there, who was leading it, 
that sort of thing?
PI: Um, I think that it was partly... well I think that quite a lot of it, although I know that 
others found it difficult as well, but I think maybe it's where I am in my head - that I'm not 
really able to take on much information at the moment. 'Cause there's too much stuff going 
on in my head so it's quite difficult then to try and take in new stuff when all the other stuff's 
taking up 99.9% of my head.
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I: So, I mean what do you think might have been done differently that would have made it a 
more helpful experience in terms of what you've just described?
PI: Well, I'm not entirely sure whether it was the actual way the group was run or the 
content or whatever. I'm not sure if it was actually that or whether it was where I am, sort 
of, mentally at the moment, which is in a bit of a rocky state. Bit rubbish, really. So really my 
concentration or taking in or whatever maybe, you know, maybe it was me that made it 
difficult. I don't know. It could have been either or a bit of both, I really don't know.
I: Do you think there's anything that could have been done differently that would, I guess, 
work along side what you were bringing. You know, where you were mentally, was there 
anything that could have been done that would have made you feel more engaged or 
understanding it a bit more?
PI: I don't really know. I mean, for me, you know. I'd come to the group, um, usually get 
quite anxious in the group and then go out again and then not really think about it. I'd put 
my file down and think, "I can't do it, I really can't do it, it's too stressful". I'd pick up the file 
a few days later and it was like, "I can't do it, I can't do it. I just..." It just made me feel ill to 
think, "I've got to write in that file again". So in one way I think yeah maybe it is just the way 
I'm feeling because on all of my other courses I've been really keen to do the homework and 
trying really hard to do it. But just lately it's been much harder.
I: I guess you could read that in one of two ways and it might be that this group was harder 
for you because you're in a more difficult place at the moment than you've been in when 
you've done other groups, or it might be that you felt really keen about those other groups 
rather than this one because there's something about this one that was unhelpful, so I guess 
I'm wondering which of those you think -  if you have an idea of which of those you think it 
might be?
PI: I suppose just comparing it with the CBT group, which is completely, for me, different in 
the way it's run -  that was very rigid which I found... not rigid, structured, and I found that 
helpful in that we went in there, we did a relaxation, we went through the paperwork, i.e. 
we read it out, you know, one paragraph at a time blah blah blah, and then talked about a 
new thing. And for me that enabled me to put it into chapters and I can kind of think about 
it, whereas this was one chapter but sort of a mish-mash of different things. And I don't 
really remember what we did in the groups apart from that last one where there was five 
minutes of "this is what we've done during the time".
I: Ok. So, in your opinion, how might ACT be helpful to people with anxiety and/or 
depression?
PI: Well if I was saying it to other people, um. I'd say it's good to think in that way of trying 
to accept how things are rather than change them. And I guess trying to accept that you're 
ok even though you're having all these difficulties, but I can't relate that to myself at all. But I 
think we all do give ourselves a hard time and it's easier to tell other people.
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I: And I suppose in some ways that's why I asked this question because when you talk about 
yourself I suppose it's harder to think about how you've applied it or how it might be applied 
to you but thinking about what you might tell somebody else it's showing what you have 
learned from it and what you have taken and understood by it.
PI: Yeah.
I: So, I mean, if somebody else or you were able to accept what they have in terms of anxiety 
and depression, how might that be helpful in terms of their lives?
PI: I suppose in theory it would take off some of the pressure to get better, which is what 
this whole... well I suppose the whole, sort of, world, really, it's like, "Well, you're not very 
well so you need to do this and then you'll be better". Whereas, I mean it's like the common 
of analogy of having a broken leg -  put it in a plaster and then you'll be fine. Mental health's 
not like that. It's always, "well what's happening because nothing's changed?" but it takes 
years and years and years, for me anyway, to kind of try and get anywhere. It's like banging 
my head against a brick wall. I can't remember the question again.
I: That's ok, you've answered it very well. It was about how if you were able to be more 
accepting of what you've got, how that might affect things in the longer term and I think it's 
an interesting point about that shift away from getting better to just sitting with what's there 
and then that can be ok. Ok, so how do you view your anxiety and depression now?
PI: I can't say it's really changed things. I think for me if it was, although I wouldn't be saying 
this if the group hadn't finished, maybe a bit longer on each bit of it would be good 
because... I don't remember the question sorry.
I: It was about -  and you know, it doesn't have to have been any different to how you've 
viewed it in the past, but -  how do you view your anxiety and depression at the moment?
PI: Um, well I don't think it's any change really. The only thing is that I was lucky in that 
sense because the facilitator is my psychologist so we were kind of able to talk about it in the 
individual sessions as well. So she'd say, "What we're doing in this group is this and it might 
help with that," so it was kind of helpful in that respect. And I don't know whether that 
would be anything to do with, and it sounds a bit stupid, because a lot of people don't have 
that much support or guidance or anything like that, I don't know if it's meant to be but it's 
quite a fluffy group. So I don't know whether having a one-to-one in the middle just to see if 
you're getting it or to check out what you are and aren't getting and try and sort that out 
because once I was lost I was lost.
I: Yeah, and thinking again about, you know what I keep saying but it sounds as though 
you're at the start of this and there is still somewhere for you to take it, I guess I was thinking 
that after the group, because ACT is a relatively new approach, I suppose it's not as easy to 
access on an individual basis as opposed to something like CBT, on the basis of your 
experience would you recommend that it was something that was available to people on a 
one-to-one basis?
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PI: Yeah, I think one-to-one probably would be easier because you could then look at some 
specific things and I think maybe in -  I don't know -  maybe in a group it's a bit difficult 
because everyone's coming from such different angles. You know, everyone's different. I 
mean, everyone is different but I think it was probably, the group was touching the tip of the 
iceberg at different bits and never actually looking any deeper that that. You couldn't 
because everyone's so different whereas in an individual kind of thing you can think, "Ok, 
well this relates to this problem so let's try and use this acceptance and commitment 
principle to sort, well not sort them out, but work on them". But then equally people said it 
was really good because they met other people with the same kind of feelings and stuff. So I 
don't know really.
I: Ok, well that's pretty much everything in terms of what I've got to ask you about the group 
and your experience. I guess lastly I'm just wondering how it was for you today to come and 
reflect on the process, how you found this session?
PI: Well, considering I'd forgotten it was going to happen I'd probably have been quite 
worried about it but because I've had to run from the ward and just kind of thrown in, I 
haven't got worried about it but, yeah, it's quite helpful I think to rethink about it because it 
easily can get lost in, "oh my god, that was so awful. I don't want to think about it" but 
actually reflecting on it, maybe in a more rational way is a bit more helpful.
I: And I suppose maybe it allows you to make sense of, to reflect on it how it was personally 
for you rather than the group reflecting as a whole. Was there anything that was unhelpful 
or less helpful about talking about things today?
PI: No, I don't think so, about from my concentration.
I: Well, you've given me loads of information and I'm grateful that you've been really open 
and honest about it. You know, I don't want people to come in and tell me what I want to 
hear.
PI: That's not what it's all about. I know that.
I: So that's been really useful. So just, I know you've got to go off so before we wrap up do 
you have any questions you want to ask me?
PI: I don't think so.
I: Ok, I shall stop recording now.
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Appendix N: Extract from annotated transcript
The following extract will be shown in its original form, to highlight the nature of the 
analytic process, and retyped, to ease readability.
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Interviewer: Ok so that's recording 
now. So again, thank you for 
coming today to talk to me about 
your experiences. The first thing 
that I wanted to ask was, prior to 
attending the group, what sorts of 
things had you tried in order to 
cope with anxiety or depression?
Participant 1: So, v/as that like 
groups and stuff?
I; Anything. Anything that you 
personally did or groups you went 
to.
P1: Ok. um yeah I’ve tried kind of 
anxiety management groups, a 
couple, and mind over mood 
groups, a  group Um, I'm
trying to think now. I can’t really 
think.
I; So you went to a  few different 
therapy groups. What about your 
personal coping strategies, how 
would you try and cope on your 
own?
P1: Well I've used exercise as a  
coping thing but I don't realiy do 
that any more. Um. v/ell self harm's 
one of the coping strategies. I 
guess talking to people, like my 
psychologist on a  one-to-one thing, 
that's been helpful and |  quite often 
call the Samaritans as well 'cause 
they're just objective and they don't 
judge you or things like that. So I 
find that helpful.
I: Yeah, ok. And these are all things 
that you did prior to attending the 
group?
PI: Yeah.
I; Yeah, ok, great And what's your 
understanding of the term 
Acceptance and Commitment 
Therapy?
P1: Um, well it's kind of, I suppose 
sitting with what you've got and sort 
of not consciously frying to push It 
away or bury it or anything it's just 
like accept, well accepting that 
things are how they are. But then, 
yeah, like looking at. instead of 
being stuck with that it's looking at.
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“Well, ok. I've got all this stuff but 
where do I want to go anyway?” 
Apart from that I suppose 
committing to the fact that you want 
to, I don’t like the term move on but, 
kind of that.
I: So something about, like, being in 
a direction?
PI: Yeah ‘cause otherwise you just 
sort of flounder and think. "Oh my 
God. everything’s so terrible" but 
it's quite Sim- (tuts) “simple!” It's 
quite easy to just get bogged down 
in it. like the other groups I've done 
all of it's about, “Oh if you do this 
then you won't feel anxious or if you 
do this then you won’t feel 
depressed" so as soon as you start 
doing those things and it doesn't 
work it just makes you feel 
depressed and anxious and 
horrible. Whereas this is like, "Well, 
yeah you're anxious and depressed 
but there are reasons why you’re 
like that, but what's important to 
you, how do you go down a better 
track?"
I. So it sounds sort of like the aim of 
the group was quite different to 
ones you had been to before?
P1: Yeah, definitely. Kind of the 
opposite really.
I: Ok, and could you share an 
overview of your experience in the 
ACT group?
PI; Well to be honest I found it 
really difficult. I mean, maybe it’s 
just because of where I'm at at the 
moment, head-wise but from one 
week to the next I couldn't 
remember what we'd done the 
week before and it just didn't... just 
didn’t link In. really. The only thing 
was, on the last session on 
Tuesday we went through each 
session like an overview and I 
thought. “Oh actually, I do 
remember some of this," so that 
was really helpful. But from one 
week to the next, as I've said. I 
couldn’t really remember so it was 
very disjointed for me. And also, I 
had to be quite careful where I sat 
because some people just go on
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and on and on and on and lhatjust 
gets me really frustrated and I 
nearly walked out a  couple of times. 
It was hard.
I ;  A n d  w a s  t h a t  s o m e t h i n g ,  d o  y o u  
t h i n k ,  p a r t i c u l a r l y  a b o u t  t h i s  g r o u p  
o r  i s  t h a t  s o m e t h i n g  t h a t  y o u ' v e  
e x p e r i e n c e d  i n  o t h e r  g r o u p s  a s  
w e l l ?
P 1 :. ' -  ' “-hk mainly in this group.
I m u- — I's a  couple of. I mean
the STEPPS group I wanted to go 
out and that was quite hard but it 
was very structured. It was like, this 
is what we're going to do, boom 
boom boom fctoom, do it. have all 
the hand outs, go home and ^  and 
implement them. W hereas this was 
much more sort of, swimming 
about, sort of not so sure. I mean, I 
understand the principle of it I think, 
but it was all the rest of it that didn't 
really make sense to me. But, as I 
said, going through it all on 
Tuesday was helpful. Then again, I 
don't knov/ how much of it I'm going 
to remember. The actual idea of it I 
get so maybe that's going to be the 
thing that I come away with.
I: So it sounds like, in some ways 
the content of the Acceptance and 
Commitment Therapy you could 
make sense of but maybe 
something about the process of the 
group for you was quite difficult?
PI; Yeah. I mean, mainly, maybe 
it's just me but if I do a group then I 
kind of need something to refer to 
during the week because literally as 
I come out of the group I'm thinking 
about 199 other things that I’m 
stressed about or whatever and a 
couple of days later I think, “Oh, 
what should I be doing? Is there 
any homework?" that sort of thing. I 
can't even remember what we 
talked about, what we did, anything. 
So for me having something written 
down would be helpful but then 
maybe that's the whole point, that, I 
don't know... I don't know how it 
works but it did feel like a  sort of 
floundering in the sea sort of thing.
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I: It sounded like you were about to 
say something quite interesting with
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EMERGENT THEMES
Coping strategies as 
something that is provided 
by others
Effects of poor memory 
and concentration
Coping strategies as 
something that is self­
provided
Coping strategies provided 
by others
Interviewer: Ok so that's 
recording now. So again, 
thank you for coming today 
to talk to me about your 
experiences. The first thing 
that I wanted to ask was, 
prior to attending the 
group, what sorts of things 
had you tried in order to 
cope with anxiety or 
depression?
Participant 1: So, was that 
like groups and stuff?
I: Anything. Anything that 
you personally did or 
groups you went to.
PI: Ok, um yeah I've tried 
kind of anxiety 
management groups, a 
couple, and mind over 
mood groups, a [location- 
specific] group. Um, I'm 
trying to think now. I can't 
really think.
I: So you went to a few  
different therapy groups. 
What about your personal 
coping strategies, how 
would you try and cope on 
your own?
PI: Well I've used exercise 
as a coping thing but I 
don't really do that any 
more. Um, well self harm's 
one of the coping 
strategies. I guess talking to 
people, like my 
psychologist on a one-to- 
one thing, that's been 
helpful and I quite often
INITIAL COMMENTS
Linking coping to therapy groups. 
Here Pi's initial thoughts re 
coping relate to therapy groups. 
Was this a response to 
interviews focus on ACT group or 
does she view services as the 
main source of her coping?
Accessing MH services. Still 
unable here to think of self­
coping. Reliance on others?
Poor memory/concentration. 
Difficulty thinking in response to 
the question. Is this a symptom 
of Pi's depression, is it that she 
is unable to draw upon other 
times when she has employed 
coping strategies?
Begins to talk about own 
strategies but reverts to reliance 
on others. Identifies two self­
coping strategies. Interesting 
that self-harm is viewed as 
means of coping rather than a 
symptom of the problem. What 
does self-harm offer? Relief from 
difficult feelings? Punishment? 
An escape? Also mentions 
talking to others as a coping 
mechanism, again a reliance on
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Role of judgement and 
objectivity in coping
Alternative to pushing 
things away
Acceptance as process of 
'sitting with thoughts'
Relationship between 
acceptance and the 
present moment
Acknowledging things as 
they are
Direction
Commitment being related 
to movement
Process of identifying 
what's important (values)
Personal choice
Individual has control
Alternative to direction is 
'floundering' (lack of
call the Samaritans as well 
'cause they're just 
objective and they don't 
judge you or things like 
that. So I find that helpful.
I: Yeah, ok. And these are 
all things that you did prior 
to attending the group?
PI: Yeah.
I: Yeah, ok, great. And 
what's your understanding 
of the term Acceptance 
and Commitment Therapy?
PI: Um, well it's kind of, I 
suppose sitting with what 
you've got and sort of not 
consciously trying to push 
it away or bury it or 
anything it's just like 
accept, well accepting that 
things are how they are. 
But then, yeah, like looking 
at, instead of being stuck 
with that it's looking at, 
"Well, ok. I've got all this 
stuff but where do I want 
to go anyway?" Apart from 
that I suppose committing 
to the fact that you want 
to, I don't like the term  
move on but, kind of that.
I: So something about, like, 
being in a direction?
PI: Yeah 'cause otherwise 
you just sort of flounder 
and think, "Oh my God, 
everything's so terrible" 
but it's quite sim- (tuts) 
"simpleI" It's quite easy to 
just get bogged down in it.
others. How does she cope 
alone? Can 'coping' occur in 
isolation? Importance of 
objectivity and not being judged. 
When has she experienced the 
alternative?
Over-arching theme of 
acceptance -  'sitting with what 
you've got'. If not pushing or 
burying, what is the alternative? 
Intra-psychic process implied. 
Instead of forcing thoughts out, 
consciously need to sit with 
them. Sense of staying still, 
sitting rather than moving with 
thoughts. 'Looking' at things-  
staring problems and unwanted 
events in the face. Implication of 
acknowledgement.
Sense of direction. Commitment 
is deciding to move on. Details 
contents of thoughts. Conscious 
thought process around 
direction -  'where do I want to 
go?'. Implication that there is a 
choice, person is in control of 
where they go -  can take 
difficulties with them.
Negative, defeatist thoughts. 
Details contents of thoughts. 
Alternative to direction is 
'floundering' -  floating, lack of 
control. Almost random 
movement. Interrupts/corrects 
self.
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control)
Focus on problem 
exacerbates problem
Failure to eradicate 
problem exacerbates 
problem
Acceptance as an 
alternative
Acknowledgement of why 
difficulties exist
Focus on valued direction
ACT as 'opposing' other 
therapies
State of mind impacts 
experience of ACT
Effect of memory and 
concentration
Importance of reflection 
and hindsight when
like the other groups I've 
done all of it's about, "Oh if 
you do this then you won't 
feel anxious or if you do 
this then you won't feel 
depressed" so as soon as 
you start doing those 
things and it doesn't work 
it just makes you feel 
depressed and anxious and 
horrible. Whereas this is 
like, "Well, yeah you're 
anxious and depressed but 
there are reasons why 
you're like that, but what's 
important to you, how do 
you go down a better 
track?"
I: So it sounds sort of like 
the aim of the group was 
quite different to ones you 
had been to before?
PI: Yeah, definitely. Kind of 
the opposite really.
I: Ok, and could you share 
an overview of your 
experience in the ACT 
group?
PI: Well to be honest I 
found it really difficult. I 
mean, maybe it's just 
because of where I'm at at 
the moment, head-wise 
but from one week to the 
next I couldn't remember 
what we'd done the week 
before and it just didn't... 
just didn't link in, really. 
The only thing was, on the 
last session on Tuesday we 
went through each session
Comparison with other 
therapies. Focus on unwanted 
sensations results in being 
'bogged down'. They become 
MORE prevalent, not less. Failure 
to reduce symptoms is catalyst 
for anxiety and depression, catch 
22. Trying to get rid of problems 
exacerbates them. Alternative -  
acceptance -  lessens problems? 
Reasons. Acknowledgement. 
Values & direction.
ACT acknowledges reasons why 
anxiety/depression are 
experienced by individual. 
Doesn't dwell on this, swift 
change of focus to what's 
personally importance and 
desired direction.
Comparison with other 
therapies.
ACT has opposite aim to other 
therapies. Relevance of aims 
being opposing rather than just 
different? Sense of rebellion?
Difficult experience.
Impact of state of mind. Where 
would one need to be 'head- 
wise' for the experience not to 
be difficult?
Poor memory/concentration. 
Again, symptom of diagnosis or 
reluctance to engage in ACT 
material/ethos?
Helpfulness of additional session. 
Sense of not understanding 
during process but realisation
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identifying change
Effect of memory and 
concentration
Influence of other group 
members on personal 
experience
Overcoming temptation to 
avoid difficult experiences
Lack of structure in ACT
Uncertainty
Understandability of ACT 
Relating to ACT principle
like an overview and I 
thought, "Oh actually, I do 
remember some of this," 
so that was really helpful. 
But from one week to the 
next, as I've said, I couldn't 
really remember so it was 
very disjointed for me. And 
also, I had to be quite 
careful where I sat because 
some people just go on and 
on and on and on and that 
just gets me really 
frustrated and I nearly 
walked out a couple of 
times. It was hard.
I: And was that something, 
do you think, particularly 
about this group or is that 
something that you've 
experienced in other 
groups as well?
PI: Um, I think mainly in 
this group. I mean, there's 
a couple of, I mean the 
other group I did, I wanted 
to go out and that was 
quite hard but it was very 
structured. It was like, this 
is what we're going to do, 
boom boom boom boom, 
do it, have all the hand 
outs, go home and try and 
implement them. Whereas 
this was much more sort 
of, swimming about, sort of 
not so sure. I mean, I 
understand the principle of 
it I think, but it was all the 
rest of it that didn't really 
make sense to me. But, as I 
said, going through it all on
afterwards that it had been 
absorbed. Unconscious, 
experiential process?
Influence of group process.
Repeated use of 'and on' to 
emphasise point.
Temptation to withdraw from 
group. Impact of other members 
highlighted as cause of desire to 
leave. Would this have happened 
in other settings?
Repetition o f'I mean'. Qualifying 
answer?
Lack of structure made ACT 
group harder than other groups. 
What is it about uncertainty that 
is so difficult? Can she sit with 
that discomfort?
Use of sound to illustrate action.
Uncertainty of group. Lacked 
structure. Repetition of 'sort o f  
-  uncertainty of language 
matches content of speech. 
'Swimming about' -  again, sense 
of uncertainty, lack of direction? 
What was 'the rest'?
Making sense of ACT.
Understood general principle but 
not specifics.
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Difference between 
comprehension and 
application
Difficulty applying ACT
Making space for ACT
Effect of memory and 
concentration
Uncertainty
Sense of floundering/ 
lacking structure and 
direction
Tuesday was helpful. Then 
again, I don't know how 
much of it I'm going to 
remember. The actual idea 
of it I get so maybe that's 
going to be the thing that I 
come away with.
I: So it sounds like, in some 
ways the content of the 
Acceptance and 
Commitment Therapy you 
could make sense of but 
maybe something about 
the process of the group 
for you was quite difficult?
PI; Yeah. I mean, mainly, 
maybe it's just me but if I 
do a group then I kind of 
need something to refer to 
during the week because 
literally as I come out of 
the group I'm thinking 
about 199 other things that 
I'm stressed about or 
whatever and a couple of 
days later I think, "Oh, 
what should I be doing? Is 
there any homework?" 
that sort of thing. I can't 
even remember what we 
talked about, what we did, 
anything. So for me having 
something written down 
would be helpful but then 
maybe that's the whole 
point, that, I don't know... I 
don't know how it works 
but it did feel like a sort of 
floundering in the sea sort 
of thing.
I: It sounded like you were
The concept of ACT is separate 
from something else -  the 
application maybe?
Difficulty applying content of 
group between sessions.
How can P I make room for ACT?
Poor memory/concentration. Is 
memory this poor generally or is 
it something about retaining 
content/process from ACT?
Consideration of delivery of the 
group as well as content. Was it 
supposed to feel uncertain?
Pause.
'Floundering' -  lack of direction. 
Floating without aim. At sea, 
connotations of being unsafe, 
lost, alone. Nothing around for 
miles. Is this how the group felt?
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Appendix O: Themes from researcher interviews 
Interview 1 -  Conducted Prior to Data Collection
Seeking to explore participants’ experiences of ACT 
Getting to the ‘heart’ of what ‘truly matters’
Desire to produce clinically meaningful results 
Prior clinical experience of ACT
Anxieties around effectively addressing the research aims 
Practical issues of data collection 
Managing distress
Interview 2 -  Conducted following Data Collection
Distinguishing between therapy and research 
Empathy
Prior clinical experience of ACT 
Tendency to be drawn towards positives 
Changing perceptions of findings 
Early consideration of themes 
Distinguishing between process and outcome 
Plans for supervision
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Appendix P: Slides from presentation to participants
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Analysing the Data
•  Interviews recorded and then typed word for word.
•  First inters iew read and notes written bv researcher alxiut 
important phrases, use o f  language and relevance to the research 
question.
• Recurring themes written down (e.g . acceptance, relating to  
others).
» Second and third stage repeated for all other interviews.
• 'I'hemes from each interview put together and grouped into  
categories (e .g . mindi'uincss, dclihing values).
• These categories put into smaller groups, known as Master 
Themes (e .g. processes o f  change in ACT, coping and change)
• In total, five master themes identified.
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Master Theme 1: Processes of Change 
in ACT
* Broken d o w n  in to  7 ‘supcrorclinatc’ them es:
•  Acceptance 
•D e v e lo p in g  Values
•  Changing on e’s Relationship with Thoughts
•  Mindfulness
•  Changes in Behaviour
•  Experiential Learning
•  Defining the Self
Superordinate Theme 1: Acceptance
•  Participants described  their exp er ien ces  o f  accep tan ce, w hich  
in clud ed  th e  co n ten t o f  w hat w as b ein g a ccep ted , th e  
unsuccessfu l cop in g  strategics that accep tan ce p rovid ed  an 
altern ative to , and th e  d iscrepanc)' b e tw een  accep tan ce and  
a ck n o w led g em en t.
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A cceptance cont.
•  “i f ’s kind  o f  sitting n it h w h a tjo u ’re got and son  o f  not consciously 
trying to  push it away or hury it or anything it 's  just like accept, 
well accepting tha t things are how they arc. "
* “before I ju s t spent m y whole tim e driven to  get rid, I just had  this 
whole th ing  a ll the time o f  th inking, 'I'm  going to  put it in  the h in '. 
That ’s what I wanted to  do. whereas now IJ'cel tha t, yeah  it's  going  
to he banging in the background probably J o t the rest o f  m y li jeh u t 
i f  I accept th e fa c t that there are going to be things that arc going to  
wobble it and i f  I can i f  I can just keep calm and live through those 
episodes, there are brighter times on the other side oj it. ”
Acceptance cont.
* “it's  made me realise that I  haven’t accepted w hat's been going on in  
m y life at all, to the point where I've tr ied figh ting  it, realised tha t I 
can 't and therefore switched out. I  now see -  and I understand what 
they ’re saying that y o u  have to e.spericncc pain  in I fc  generally to  
he able to  get and reach a ll aspects o f life — and I th ink  tha t in 
building tha t brick wall I not only shut out the pain  hut I shut out 
the happiness as well. "
•  “rather than shut y o u r  problems away in the box and just fo rg e t them  
or, yo u  know, write a letter and burn them, yo u  actually embrace 
them  and accept them and k ind  i f  live ivith the knowledge that 
they're there. ”
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Superordinate Theme 2: Developin; 
Values
This ih em c w as about participants’ exp er ien ces o f  d evelop ing  
values. This appeared to  in volve an initial stage o f  
recogn isin g  that o n e ’s values ex ist , and a secondary stage o f  
k lcntify ing th eir con ten t and nature. O n ce  iden tified , values 
w ere  d escribed  as o ffering a guidance for behaviour.
Developing Values cont.
♦ “h  w rncJ  me round to the thought that, yea h , I have lost sight o f  
m y values, I sat in the firs t fe w  meetings and thought, 7  can’t even 
te ll y o u  what they a re '.”
* ‘7fo u n d  i t ’s not that it changed what was important to  me, hut i t ’s 
really just a  case i f  writing it dorni and making it kind of, more just 
articulating it really more clearly to  m yself what's im portant and  
why it's important. ”
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Developing Values cont.
» “/  suppose the idea is that those arc the la fucsyou 're  aim ing at and  
y o u  try and act in accordance with that. A nd  I fo u n d  that helpful 
because it iim , f y o t t r  action is in accordance wish those values then 
th a t’s a good th ing  to  do, and f  it takesyou away fro m  tha t, th a t’s 
a bad thing to do. A nd  I  fo u n d  that helpful in evaluating things, f  I  
wasn’t sure, 'should I do this or th a t ' ’, ”
'T have a little bit more interaction iviib friends and  fa m ily  and I 
will m ake the effort, ”
Superordinate Theme 3: Changing 
one's Relationship with Thoughts
* Participants n oticed  over the cou rse o f  th e  A C T  grou p  that 
their understanding o f  thoughts had shifted  and tliey  w ere  
able to  have “a d ifferent relation.sliip w ith  th em ”. T liey  began  
to  g ive less p o w e r  to  their th ough ts, and used im agery to  
visualise their d ifficulties and exp er ien ces .
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Changing one's Relationship with 
Thoughts cont.
•  “it makes y o u  aware that y o u ’re not necessarily cage J  by anyth ing  
other than yo u r  own thoughts and lim itations and y o u  can actually
* “I suppose the f i r s t  th ing  tha t comes to  m ind  is the idea tha t thoughts 
are thoughts. They’re not a a u a lly  me as such’’
Changing one's Relationship with 
Thoughts cont.
•  “/  guess the new th ing  iiw  to  actually try  and visualise yo u r  
problems and give them a colour, a shape, a si/e  and accept them  
and, y o u  know, agree that they can be th e re .. ,  I fo u n d  it easy to  
visualise m y problems and they were huge and  big and red and  
spiky. ”
* 7  imagined it like a fo g  and having to  p u ll the problem through the  
fo g  and I f e l l  quite angry about this but what can y o u  do? And that 
I fo u n d  ii aj helpful because a t least after T d  done tha t it f e l t  better 
to fe e l angry about it and  .sort o f  th ink, 7  am going to f in d  some 
way c f  doing .something nice’, lib c n y o u 're  angry about it it gives 
y o u  some cnergj'to  do something about it ."
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Superordinate Theme 4: Mindfulness
•  In this th em e , c lien ts  d efined  their understanding o f  the  
con cep t and d eve lop m en t o f  m in d fu ln ess. T h ey  d escribed  
th eir  ex p er ien ces  o f  p resen t m o m en t aw aren ess, th e  ro le  o f  
con centration  in m in d fuln ess, and th e p rocess o f  b ecom in g  
m ore  appreciative,
Mindfulness cont.
 ^ “just to th ink about really what yo u 're  doing  at the tim e because 
y o u r  m ind's alnays running cncrtime so yo u 're  always doing tbings 
parrot fa sh io n  without th inking . "
’ “The most helpful was probably providing the time, the situation and  
the time to take stock. It made me realise how revoltingly busy m y  
l i f i s . ”
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Mindfulness cont.
“H bsn yo u 're  walking y o u  rc nor really th inking  about, I  don ’t 
know, just the fee ling  oJ being outside and the trees and the, y o u  
know, you 're  ju s t sort o f blading on. Or just a bubble bath, y o u  ju s t  
sort o f  dunk in  and get out instead o f  actually lying there for a 
m inute and  enjoying the moment and thinking  about it. Or even ju s t 
curling up with a cup t f  tea and ju s t th inking  about it being nice 
ivitluniiyouT m ind going, ‘boom boom boom', and not ever actually 
thinking about the nice hits. "
Superordinate Theme 5: Changing 
Behaviour
This tlicm c incorporated participants’ accounts o f  the nature  
and con ten t o f  the behavioural changes they had m ade since  
attending th e grou p . T h ey  described m aking .small, 
acliievablc changes and striving tow ards a life w hich  was 
‘w ork able’.
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Changing Behaviour çpnt.
•  “It seemed to  give me more freedom  to just try  something and maybe 
it makes y o u  fe e l  uncomfortable but y o u  are ju s t iviiling to  th ink  to 
yourself, yeah , tha t's  m aking me fe e l  a bit uncon fonah lc ' and then  
y o u  ju s t carry on. Whereas, I  suppose before I th ink  it n ould have 
altered a hit what I tended to  do. Somehow noticing it and thinking, 
'well yea h , I m ig h tfee l a hit silly and  embarrassed’, once y o u 've  
thought that it makes it a  hit easier to  not be worried about that, ”
* “With this f y o u  change one thing it 's  enough. I f y o u  can change 
more, brilliant but ju s t the one th ing  isJ in c .”
Changing Behaviour cont.
* “Even i f  y o u  ju s t d id  the e ight weeks and accepted tha t y o u 've  g o t an  
issue and y o u  can accept tha t in  yo u r  I f e  and  learn to live y o u r l f e  
with it there, I mean f  tha t's  a ll y o u  got out f i t  I d on 't th ink  is 
would he that horr'fic really. "
* “This is it. You can ’t keep waiting for some better th ing  to happen. 
You ju st have to try  and f i n d  nw;» i f  m aking yo tir  life work as best 
voucan ."
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Superordinate Theme G: Experiential 
Learning
•  This th em e en com p asses th e  participants’ understanding o f  
th e  particular w ays in w iu ch  they w ere  able m ake changes. 
T h ey  described  th e  w ay in  w liich  exp erien tia l exerc ises  from  
th e A C T  grou p  w ere  carried  througii to  real life  settings.
Experiential Learning cont.
•  “the examples and things they set y o u  make y o u  th ink and  gave y o u  
exercises to try  to  do, sort o f  calming and breathing and being in the 
moment, that sort o f  th in g . . .  y o u ’re playing over the exercises in 
yo u r  m ind aftenvards. And I am still aware that !  do tha t. ”
* “reading some o f  the work sheets by  the tim e I  got to  the end I nus 
th inking , “l lb a t  was tha t saying?” I ’m more o f  a practical person so 
i f  I ’m in  the group then it tends to sink in  a  bit better. "
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Experiential Learning cônt.
* 7  nus a l i t t l e h i  (lisgrumleJ hccause I d idn ’t understand what they 
were getting  at and  /  iiui d little hit on the edge oj, “Well, I  knou 
H I'Ve the first course to do this. Is ii just a case o f  they l ia ie n t got 
tbcir act together"and now l ' i e  realised, I d on 't th ink that anything  
they would have done would have made any dfjercncc. I t ’s such an 
unusual concept and something tha t generally this society is ju s t not, 
y o u  know, wildly known or looked at. And actually /  needed to go  
through those J ive or six weeks to chip away and gradually get this 
level o f  understanding."
Superordinate
Self
heme 7: Defining the
T h e journey 1>\- w hich participants m ad e sen se o f  their  
con cep t ol ‘s e l f  w as exp lored  in this th em e. F irstly , c lients  
identified  th em selves as being a person in their o w n  right, 
separate from  their d ifficulties. In addition , the s e lf  was 
described  as b ein g rem oved  from  on e 's  exp er ien ces and free  
o f  value ju dgem en ts ( e .g . ‘g o o d ’ or ‘bad’) .
280
Volume I: Research Dossier
r "
Defining the Self cont.
* y  cab I ’m  having these struggles hm  then tha t doesn't, oh what am I 
trying to  say? It doesn’t mean tha t those struggles arc me. They’re 
me with struggles. ”
•  ‘Tbu aren’t y o u r  conceptualised self, y o u  arc k ind  o f  behind that. 
There’s a kind  oJpermanence to  that, there are things tha t y o u  do 
and  y o u  m ay do the right th ing  or the wrong th ing  or whatever, but 
behind tha t yo u r  s e lf  is separatefrom  what y o u  th in k  and what y o u  
d o .”
Master Theme 2: Aids and Hindrances 
to Change
•  Broken clown in to  7  sm aller them es:
•  Current state o f  mine!
•  W illingness and motivation
•  Stage of'illness*
•  Recognition o f  personal responsibility for change
•  Tire solution becom ing the problem
•  Poor mcmor)' and concentration
•  D esire to control one's internal experiences
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Superordinate Theme 1: Current State 
of Mind
Participants’ accoun t o f  th eir  exp er ien ces  seem ed  to  suggest  
that a particular sta te o f  m ind  w as requ ired  for  optim al 
en gagem en t in th e group:
‘T o  be honest ! fo u n d  it really d ifficult. I  mean, maybe it 's  just 
because o f  where I am  at the moment, head-wise. ”
Current State of Mind co n t
* “Emotionally when I  started it I really was positive and wanted to do  
it. A nd  then, a ll that went wrong iius that I got cold and tha t makes 
everyoneJccIfed up anyway, docsn t i t /  But when yo u 're  already 
down there it doesn't take a lot. and it just got too d ifjicuk . So I 
ended up even more down because I was cross with m yself because I'd  
realty enjoyed the group. So ye a h , em otionally where y o u  should he I 
really d o n ’t  know. Enough together to get up a nd get cu t in the 
morning, I .suppose."
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Superordinate Theme 2: Willingness 
and Motivation
* W illingncbv and m otivation  frequently surfaced as 
prerequisites for  change in  participants’ accoun ts o f  their  
exp er ien ces
•  7  th ink  yo u 'v e  got to  he in a  position where yo u 're  ready to accept 
that y o u  do want to  do something about yo u r  position. Othcrivise i t ’s 
not going  to happen. ”
Willingness and Motivation cont.
“O n e realisation  is the c lem en t o f  co m m itm en t and I think  
that this is w h ere  A C T  is m ore d ifficult. I f  y o u ’ve  g o t a le v e l 
o f  co m m itm en t then  I think yeah, i t ’s  really  w o r th  d o in g  it. 
If you  arc co m m itted  to  m ovin g  forw ard , trying n ew  th in gs, 
but m o re  than anything b ein g  brave en ou gh  to  d o  it. Because  
i t ’s so  easy to  sink and th ink , ' i f  I just h id e  behind this I 
w o n ’t have to  d o  this and I w o n ’t have to  face th a t ,’ w hereas  
I th ink to  g e t  th e  m ost ou t o f  A C T , really , y o u 'v e  g o t to  be  
able to  say, 'Y ou  k now  what? I am go in g  to  take m y se lf  out 
o f  m y com fort zo n e  and I’m  go in g  to  g iv e  it a  g o ’.”
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Superordinate Theme 3: Stage of 
Illness
A com m on lv  recurring ih cm c w as (he effec t oi o n e ’s stage o f  
illness ( i .e .  the am ount o f  lim e  that has lapsed since  
b ecom in g  u n w ell) on  the capacity to  b en efit from  A CT:
“I th in k  i t ’s harder a nd y o u  need a longer group with people that 
hare been ill fo r  longer. Whereas, eight weeks m ight be just right Jo r  
newly diagnosed people. ”
Stage of Illness cont.
7  th ink i f  I 'd  hare done it at an earlier stage I  m ight hare, I don’t 
know, I can't really imagine that but I fe lt  very stuck and I th ink I 
ntij at a point where J understood that i f  I  d id n ’t try to  make things 
different, there’s no magic bullet really. . .  What I ’m trying to say is 
that I th ink  it can be quite help fu l fo r  some people and not at all 
help fu lfo r  other people, depending on their, sort i f ,  where th ey’re
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Superordinate Therne 4: Recognition of 
Personal Responsibility for Change
•  Participants h ighlighted recogn ition  o f  personal responsib ility  
as having an effec t on  the likelihood  o f  change occurring:
•  “I th in k  i f  y o u  re s til l looking to other people to have some way oJ 
giv ing  y o u  a solution, it probably wouldn’t  be so help fu l,”
Recognition of Personal Responsibility 
for Change cont.
* 7  guess I ira? looking fo r  somebody to say, 'Give me a ll yo u r  
troubles. I ’l l  take them  away from  y o u '.  I was hoping that I 'd  come 
out more positive, hut I realise th a t’s got to  comefrom me. Nobody 
else can make m cfcc i more positive and hopeful.”
•  '‘Initially, when I realised the course was coming to  an end there iia? 
a sense o f  panic and th inking, “Ob m y goodness, how am  I  going to 
cope? This is it, y o u ’re on yo u r  aim . get on with i t "  but yeah , then 
after a while I thought, "You know  what? Actually I could ju s t  do 
with getting  hack to  normal and getting  on with i t ”. Yeah, going it 
alone, I th ink. ”
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Superordinate Theme 5: The Solution 
Becoming the Problem
l ’arlicipan ls d escribed  lb e w ays in  w hich  their prev ious  
strategics for cop in g  w ith  d ifficulties had u ltim ately  b ecom e  
p rob lem atic in their ow n  right:
“l l ’it/i CBT it is about you bare to son o f  control jo u r  thinking  and  
yo u 're  kind  o f  replacing one difficulty with another because then yo u  
have the problem that y o u ’ie  got to keep on controlling yo u r  
thinking  and weeding out the had thoughts. '
The Solution Becoming the Problem 
cont.
* “It's  tjuitc easy to  just get hogged down in it, like the other groups 
I've done a ll o f it 's  about, ‘Ob i f  y o u  do this then y o u  won’t fe e l  
anxious or i f  y o u  do this then y o u  won’t feel depressed’ so as soon as 
y o u  start doing those tbings and it doesn't work it just makes y o u  
feel depressed and anxious and horrible. ”
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Superordinate Theme G: Poor Memory 
and Concentration
•  c l ie n t s  repeated ly  co m m en ted  on  th e affect o f  the sym ptom s  
o f  th eir  d ifficu lties on  th eir capacity to  en gage. T h e  m ost  
freq u en tly  c ited  p rob lem  w as that o f  p o o r  m em ory  and 
con centration .
Poor Memory and Concentration cont.
•  7 ’m not entirely sure whether it was the actual way the group itw  
run or the content or whatever. I ’m not sure i f  it was actually th a t or <J - V . '
whether it was where I  am, sort of, m entally a t the moment, which is 
in a  hit o f  a  rocky stale. B it rubbish, really. So really m y  
concentration or taking in or whatever maybe, y o u  know, maybe it 
was me tha t made it d ifficult. I  do n ’t  know. It could have been cither 
or a bit r fb ° ib ,  I really don’t  knoiv.”
* ’‘Sometimes b f  ore I ’d even got to  the car I 'd  say to  m y husband, 7  
can 't remember what I ’ve got to do in the homcsvork, so i f  there ho.? 
any I can 7 remember how to do it ’’
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Superordinate Theme 7: Desire to 
Control Internal Experience
•  T h o se  d ie n ls  w ho  (lescril)cd a d esire to  con tro l their internal 
exp er ien ces, such as thoughts and feelin gs, struggled  w ith  the 
process o! acceptance:
•  “But /  actually wanted it to go away. I d idn 't want it to be there. 
And obviously th a t’s not what happened and it wasn’t the intention 
Jor  it to  happen. I ’m  k ind  o f  asking Jor  the impossible, I'm looking 
Jor magic, wanting somebody to  erase pans o f  my memory, I guess 
and take away a ll the bad s ti f f .  And even perhaps reverse some o f  the 
bad stuff, which is just impossible. It s just not possible. "
The Remaining 'Masters'
•  T he N ature o f  A C T
•  Non-SpccTincs o f  Therapy
•  C oping and Change
288
Volume I; Research Dossier
..........
' The Nature of ACT
♦ N ew n ess  o f  A C T
* D eg ree  to  w hich  A C T  is understandahle
* H aving a sen se  o f  d irection
* M ulti-faceted  nature o f  A C T
• Pain and loss
• Bringing things to  th e fore
V . .
" A
Non-Specifics of Group Therapy
N on -sp ecifics o f  grou p  therapy
•  Normalisations
•  S i/c o f  group
• Ntiinlier o f  sessions
•  Having a sense o f  puqiose
•  Reduced isolation
•  Missing sessions 
Facilitator qualities
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Coping and Change
Nature o f  coping
•  Coping strategics as something that arc provided by others
•  Coping strategics as snmclbing that arc self-provided (P i)
•  Symptoms as coping strategics
•  Distinction between 'good' and 'bad' coping strategies
•  Distinction luctween short-term and long-term coping strategics
Nature o f  change
•  Onset and course o f change
•  Role o f  reflection in identifying cltangc
•  Change maintenance requiring conscious eff ort
Any Questions?
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Appendix Q: Participant feedback form
Participant Feedback Form
What was it like to hear the themes from the research project? How 
well did they fit with your experience of the ACT group?
Were there ony significont ospects of your experience thot weren’t 
included in the themes? If so, whot were they?
Moving gone through the ACT group ond heord the feedbock from the 
reseorch project, how will you continue to corry these themes forword 
in your life? Whot ore you doing or whot might you do differently?
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Appendix R: Table o f themes 
Table 4. Themes from Transcripts
Master Theme Superordinate Themes Subordinate Themes
1. Processes o f Change in 
ACT
(i) Acceptance
(ii) Developing values
(iii) Diminishing the power of 
thoughts
(iv)Mindfulness
(v) Behavioural changes
(viii) Defining the self
(vii) Experiential learning
(vii) Identifying personally 
relevant aspects o f the ACT 
model
Content o f acceptance 
Acceptance as an alternative 
response to difficulties
Recognition o f having values 
Identifying values 
Behaviour as being guided by 
values
Changing one’s relationship 
with thoughts 
Recognising thoughts as 
thoughts 
Visualisation
Being present 
Relationship between 
concentration and 
mindfulness
Focus on controlling 
behaviour rather than internal 
experience
Making small, realistic 
changes
Making life workable
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2. Aids and Hindrances to 
Change in ACT
(i) Moderators o f change
(ii) Hindrances to change
Current state o f mind 
W illingne ss/motivation 
Stage o f ‘illness’ 
Recognition o f  personal 
responsibility for change
The solution becoming the 
problem
Poor memory and 
concentration 
Impact o f pain and loss 
Desire to control internal 
experience
3. Non-Specifics o f Therapy (i) Non-specifics o f group 
therapy
(ii) Facilitator Qualities
Normalisation 
Size o f group 
Length o f group 
Having a sense o f purpose 
Reduced isolation 
Effect o f missing sessions
Being inclusive 
Being respectful 
Taking a non-judgemental 
stance
293
Volume I: Research Dossier
Appendix S: Selection o f Quotes to Support the Theme ‘Non-Specifics o f Therapy’ 
Non-Specifics o f  Group Therapy
Normalisation
“Those people are exactly the same as me and they ’re not nutters at all and in fact 
they were really, really lovely people” (Elizabeth)
“It was helpful to know that there are plenty o f other people that feel the same and are 
going through similar emotions andfeelings ” (April)
Size of Group
“I  was sort o f ok in a small group but the big group was a bit too stressful, a bit too 
much ” (Rachel)
“at the first session there were about 11 or 12, which Ifound quite overbearing but by 
the end that had gone down to about 8 and that was a nice sized group ” (Mary)
Length of Group
“it was very difficult for the people that led it to cover the material in the time 
available ” (Sophie)
“I  think maybe a bit longer on each bit o f it would be good” (Rachel)
Having a Sense of Purpose
“when you ’re in the group you matter to the people running the group ” (Sophie)
“it did give me something to focus on, mentally. There was somewhere to go, with a 
room fu ll o f people and psychologists and something being done fo r us. It made me a 
bit more attentive and wanting to engage a bit more. So having the group itself there 
is quite stabilising” (Mark)
Reduced Isolation
“It was good to realise you ’re not along, ‘cause you can feel very isolated and alone 
with it all” (April)
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“a lot o f the problem is it’s very isolating, you feel like everyone else is whatever 
normal is and you ’re the oddity. But in the group it didn ’t feel like that” (Jane)
Effect of Missing Sessions
“I  missed a couple o f weeks which wasn’t really helpful because when I  came back 
they were obviously talking about things they had done the two weeks before and I ’d  
convinced myself that I  was just stupid because I  couldn ’t understand what they were 
talking about” (Mary)
“I  did miss some o f the groups so I  was a bit disappointed in myself... one o f the times 
I  was depressed and the other I  was ill so they were both quite important but 
academically I  found it quite difficult” (Mark)
Facilitator Qualities
Being Inclusive
“you had space to talk but it wasn’t too much and they were good at drawing people 
into discussion ” (Jane)
“when they were brainstorming things, they did write every single person’s ideas, 
whether they were right or wrong. They ’d  write it on the board just to acknowledge 
someone had actually said that” (Vanessa)
Being Respectful
“I  found it helpful that they did respect the difficulties that people there had... they 
treated us as rounded people rather than just someone with a mental health problem ” 
(Sophie)
“i f  people talked about an experience they really treated you with respect, you know, 
no matter what it sounded like” (Jane)
Taking a non-judgemental stance
“There was a lot o f empathy: it never felt like anyone was making you feel stupid or 
anything” (Mary)
“I  never felt there was any form ofjudgement going on with any o f it” (Elizabeth)
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Appendix T: Final participant feedback letter 
Dear
FEEDBACK ON RESEARCH FINDINGS
Title of Project: What works for whom? A qualitative exploration of
the processes of change in Acceptance and 
Commitment Therapy for anxiety and depression
Name of Researcher: Melanie Orchard
At the end of 2009 you took part in a research study exploring your 
experiences of attending an Acceptance and Commitment Therapy (ACT) 
group for people with anxiety and/or depression. First of all I would like to 
thank you very much for your time and contribution, as without the help of you 
and others like you, it would be difficult to develop an understanding of this 
therapy and the ways in which it works.
At the time of being interviewed, you said that you would like to hear about the 
findings from the study. From the conversations I had with you and other 
members of the ACT group, I was able to identify a number of common 
themes, which I will describe shortly. However, as it is some time since we 
met, I thought I would briefly summarise the aims of the research.
What was the study about?
The aim of the study was to investigate people's experiences of change during 
an ACT group programme for enduring depression and/or anxiety. Research 
has previously shown ACT to be an effective treatment for a variety of mental 
health difficulties but the current study sought to explore how and why this is 
the case. In particular, the project was interested in what changed during or 
after therapy, and how individuals thought that these changes came about.
What was found?
Three major themes were explored:
‘Processes of Change in ACT'
Participants highlighted a number of changes that occurred during and after 
the ACT group and provided their observations about the nature of these 
changes. Eight main processes were identified:
i. Acceptance: A number of people described the ways in which 
they had become more accepting of their situation, and 
highlighted acceptance as an alternative to previous coping 
strategies (e.g. avoidance or fighting).
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ii. Developing Values: Participants talked about how the group 
helped them to recognise their values and identify what was 
personally meaningful to them. Once values had been identified, 
people were able to use them to guide behaviour (i.e. they 
recognised something as a ‘good thing to do’ if it was in line with 
their values).
iii. Diminishing the Power of Thoughts: Individuals described 
changing their relationship with thoughts by giving them less 
power and viewing them as ‘just thoughts’. Some people found it 
useful to visualise their thoughts and difficulties, for example, 
giving them a shape, size and colour.
iv. Mindfulness: Many participants described a process of 
becoming more ‘present’, that is, they were more aware of their 
current surroundings, thoughts and feelings. Less time was 
spent worrying about the past or the future. People also 
commented on the importance of concentration in mindfulness.
V. Behavioural Changes: People talked about the ways in which 
ACT had helped them to focus on making changes to behaviour, 
rather than trying to control internal sensations, such as thoughts 
and feelings. In particular, they described making small, realistic 
changes that helped make life more ‘workable’ for them.
vi. Defining the Self: This involved people separating their sense 
of ‘se lf from their difficulties and seeing themselves as more 
rounded people. The ‘se lf was seen as being permanent, 
whereas one’s experiences could change over time.
vii. Experiential Learning: When describing how changes occurred 
in ACT, many participants talked about ‘learning by doing’, or 
from experiences in the group. In particular, the exercises in the 
sessions and homework in between were seen as helpful in 
promoting change.
viii. Identifying Personally Relevant Aspects of the ACT Model: 
Individuals described ACT as a model with many features and 
believed that it was possible to ‘cherry pick’ the aspects which 
were most relevant for them. For example, some people found 
mindfulness very helpful whereas others did not. They, instead, 
found other elements, such as acceptance or developing values 
more useful.
‘Aids and Hindrances to Change in A CT
Several factors were identified that were seen as having the potential to affect 
people’s ability to engage with ACT. Some things were considered to be 
helpful in making change happen, whereas others were thought to reduce the 
likelihood of change occurring:
i. Current State of Mind: Participants thought that it was 
important to be in a certain state of mind in order to benefit from 
ACT. Also, it was felt that how one is currently feeling could have 
a big impact on one’s ability to engage in the group.
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ii. Willingness and Motivation: Individuals saw these as important 
things to have in order to benefit from the group. Some felt that 
ACT could make people feel motivated, but others thought that 
willingness and motivation had to be present to some degree 
before the start of the group.
iii. Stage of ‘Illness’: People thought that the amount of time that 
had passed since first becoming depressed or anxious could 
affect the success of ACT. Some believed that it might be better 
to have ACT early on as it would be easier to understand if they 
hadn’t already had other treatments (e.g. CBT). However, some 
people thought that they wouldn’t have been willing to accept 
their difficulties earlier on and that they needed to try ‘everything 
else’ first.
iv. Recognition of Personal Responsibility for Change: Many 
participants highlighted the importance of not looking to other 
people to solve their problems. People who took responsibility for 
making changes themselves were thought to be more likely to 
benefit from ACT.
V. The Solution Becoming the Problem: Individuals described 
the ways in which previous coping strategies could actually 
become problems in themselves. For example, trying to ‘get rid’ 
of difficulties could actually make them worse, as people felt 
frustrated when they weren’t successful.
vi. Poor Memory and Concentration: Participants frequently 
commented on the ways in which these prevented them from 
engaging with the group. For example, lacking concentration 
made mindfulness exercises very difficult, and some people had 
difficulty remembering what had been discussed in the group.
vii. Impact of Pain and Loss: In spite of the benefits of ACT, many 
people found the group to be a very painful experience. Facing 
up to one’s losses was very difficult and at times hindered 
participant’s ability to engage.
viii. Desire to Control Internal Experience: Those people who 
were still focussed on controlling their thoughts and feelings 
rather than behaviour found it difficult to engage with ACT. 
Change only occurred once people became willing to accept 
their internal sensations.
‘Non-Specifics of Therapy’
Participants described a number of general features of the group (i.e. not 
specific to ACT) that may have affected the process of change. While the 
theme ‘Processes of Change in ACT’ can be seen as describing what 
happened in the group, ‘Non-Specifics of Therapy’ relates more to how the 
therapy was delivered. This included aspects of both the group itself, and the 
characteristics of the facilitators. Group therapy was described as allowing 
people to relate to others with similar experiences. Attending the group 
reduced participants’ feelings of isolation and gave them a sense of purpose, 
as it provided them with an incentive to make changes. Features of the group 
that were seen as affecting how helpful people found it were the size of the
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group, the number of sessions, and the effects of missing sessions.
Participants generally had positive things to say about the facilitators and
appreciated them being inclusive, respectful and non-judgemental.
How may this help people with anxiety and depression?
The results of this study will:
• Help therapists working with people with anxiety and depression to be 
more aware of the aspects of therapy that help bring about change and 
the aspects that can be barriers to change. This will hopefully 
contribute towards improving the helpfulness of ACT for anxiety and 
depression.
• Help mental health workers to be aware of how important it is to allow 
people to choose the elements of ACT that are personally helpful to 
them, and deliver individually tailored care based on those choices.
• Show others how important it is for research to allow individuals to 
describe their difficulties and experiences of therapy in their own words. 
Many participants in this study said they had liked and found it useful to 
talk about their experience of ACT.
How can I find out more?
If you would like to discuss any aspect of these findings or your experience of
this research further, please contact me via email, at xxx. Alternatively, you
can contact Dale Van der Watt at xxx.
Once again, thank you for your valuable contribution.
Yours sincerely.
Melanie Orchard
Trainee Clinical Psychologist
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